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Abstract 
 
The purpose of this research study was to gain an understanding of the lived experiences 
of men with a history of incarceration as they accessed community mental health services.  Nine 
men between 30 and 51 years of age and living in a city on the Canadian Prairies participated in 
the study.  Semi-structured interviews were conducted using van Manen’s method of 
phenomenology.  The knowledge gained from this study has implications for mental health 
practice, program development, education, and policy grounded in consideration of the needs 
and experiences of this population.  Three main themes were identified: 1) risk in accessing 
services, 2) barriers to treatment, 3) judgement by healthcare professionals.  The negative 
experiences that these people have endured have had a negative impact on the engagement to 
treatment and recovery of men with histories of incarceration and mental health concerns.  The 
findings indicate a substantive need for a review of nursing education and practice associated 
with vulnerable populations and the development and respect of the therapeutic relationship. 
Program and policy development within correctional facilities and community-based mental 
health must be reviewed and transformed to support the recovery of persons with mental health 
needs who have involvement with the criminal justice system.   
 
 
Keywords: Incarceration, discrimination, barriers, community, mental health, hermeneutic 
phenomenology, risk, judgement, therapeutic relationship, recovery, nurse-researcher role 
conflict.  
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Chapter 1: Introduction 
People with mental illnesses and substance-related disorders are over-represented in 
Canada’s correctional facilities (Canadian Institute for Health Information [CIHI], 2008).  
Globally, the number of people with mental illness within correctional facilities has been 
estimated to be 2-3 times higher than in the general community (Watson, Stimpson, & Hostick, 
2004; Soderstrom, 2007).  Fazel and Danesh (2002) found that 1 in 7 individuals, who were 
incarcerated in western countries, had been diagnosed with psychotic illnesses or major 
depression.  While these rates vary, many people enter the criminal justice system with existing 
mental health problems and/or mental illnesses.  In fact, “correctional institutions are reservoirs 
of physical and mental illness, which constantly spill back into the community” (Pomerantz, 
2003, p. 21).  Almost all people, who have been incarcerated, eventually will return to the 
community.  Hills, Sigfried, and Ickowitz, (2004) suggested that more than 90 percent of people 
released from correctional facilities will return to the community.  In 2015/2016, 51% of 
Canadian adults released from remand facilities in the 12 reporting provinces and territories were 
held for one week or less, and 76% were held for one month or less (Reitano, 2017).  
Soderstrom, (2007) suggested that these conditions were public health problems that demanded 
effective management and close coordination among staff of correctional health, community 
health, public health, and mental health facilities.  If people, who have been incarcerated, are to 
be cared for properly, disease progression interrupted, and the health of the public enhanced, 
then effective treatment and services must be provided.  
Individuals with a history of incarceration represent a socially excluded group of people 
with higher levels of health needs when compared with the general population (Dooris, McArt, 
Hurley, & Baybutt, 2013).  According to Jemelka, Trupin, and Chiles (1989), 
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Mentally ill offenders present difficult operational issues, legal dilemmas, and 
philosophical paradoxes.  They are viewed as different from the “typical inmate” in a 
prison, the “typical patient” in a hospital, or the “typical client” at a community mental 
health centre.  They are stigmatized by their mental illness and by their criminal 
behaviour. (p. 485).  
 
The burden of stigmatization related to mental illness in addition to the burden of the 
stigma related to incarceration hinders the acceptance of these persons into community mental 
health programs (Baillargeon, Hoge, & Penn, 2010; Thornicroft, 2008; Schnittker & John, 2007).  
Only recently has the influence of stigma become recognized, as a barrier to finding treatment 
and care for previously incarcerated individuals.  Literature related to stigma and discrimination 
of persons with mental illness and a criminal history, as well as literature related to mental health 
services for people affiliated with the criminal justice system, was reviewed.  Limited literature 
was available where the researchers explored the experiences of people with a history of 
incarceration as they accessed community mental health services.  Understanding the 
experiences of these people may provide insight into the issues related to access and use of 
current mental health services as well as potential action for improvement and further 
development of community mental health services.  
The purpose of this phenomenological study was to explore and understand the lived 
experiences of men with a history of incarceration as they accessed community mental health 
services following their incarceration.  Hermeneutic phenomenology was utilized to answer the 
question: What are the lived experiences of men with a history of incarceration, as they access 
community mental health services?  Research findings will be used to inform practice, improve 
programs, and develop policy for mental health service delivery for persons with a history of 
incarceration.  
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Chapter 2: Literature Review 
Literature regarding mental health services, which are provided to persons with a history 
of involvement with the criminal justice system, was examined to provide context to the research 
problem. In Canada, the custodial placement for incarceration of individuals 18 years of age and 
older is determined at the time of sentencing.  Individuals, who have been convicted of a 
criminal offence and have been sentenced for two years less a day and people, who are remanded 
and awaiting trial, are placed under the jurisdiction of provincial/territorial authorities. Adults, 
who are sentenced to more than two years of custody, are placed in the federal correctional 
system.  This research project will be used to investigate the experiences of men, who have been 
incarcerated within the provincial/territorial correctional system.  
Correctional mental health services are provided on a continuum of care that begins with 
admission to the correctional facility and ends with connection to community mental health 
services.  Comprehensive discharge planning is important for people with mental illness to 
ensure their successful transition back into the community.  Accessible community mental health 
services, for people who wish to receive treatment, has been identified as essential to recovery 
and reintegration following a period of incarceration.  Pope, Smith, Wisdom, Easter, and Pollock 
(2013) examined ways that individuals described their experiences of receiving care both during 
and after their incarceration.  Respondents’ experiences were analyzed and organized into three 
broad themes: being in criminal justice settings is extremely stressful and exacerbates mental 
health symptoms; mental health services are uneven and unpredictable within jail and prison; and 
a transition from criminal justice settings to the community brings multiple challenges.  Overall, 
the reviewed literature encompasses two main themes: (a) mental health services for persons 
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with mental illness and a history of incarceration throughout this continuum, and (b) challenges 
to accessing these services.  The literature review is concluded with implications for research.  
Mental Health Services for Persons with a Mental Illness and a History of Incarceration 
It has been well established that people with mental illness are over-represented in the criminal 
justice system (CIHI, 2008; Watson, Stimpson, & Hostick, 2004; Soderstrom, 2007; Fazel & 
Danesh, 2002). While there may be question about whether some people with mental illness 
should be incarcerated or not, there should be no question about the services that they receive 
when they are in custody, or the treatment that they receive once they return to their community. 
All people have a fundamental right to healthcare, including mental health care (Canada Health 
Act, 1984; Correctional Service Canada, 2012a; Government of Alberta, 2011; Livingston 2009).  
People, who are incarcerated and have mental illness, are entitled to the same treatment and 
rehabilitation services as those people in the general population.  Mental health services are 
required throughout a person’s journey from the community to the correctional system, and upon 
return to the community.  The continuum of mental health services for persons, who are 
associated with the criminal justice system, will include mental health services in correctional 
facilities, transition and community reintegration, community services for people with mental 
health needs and a criminal history, recidivism to the criminal justice system, and will illustrate 
the meaning of and the hurdles to recovery that people with mental health problems and a history 
of incarceration experience.  
Mental health services in correctional facilities.  Correctional facilities were designed 
with punishment, correction, and rehabilitation to return to the community in mind and these 
goals may conflict with the aims of health care (O'Keefe & Schnell, 2007; Watson, Stimpson, & 
Hostick, 2004).  Livingston (2009) suggested that it was important to recognize the conflicting 
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and competing principles and priorities, as well as the power dynamics between correctional and 
health staff, inherent in correctional settings.  These tensions are likely to affect the manner in 
which mental health and substance use services are provided in correctional centres. 
The health of people, who experience incarceration, has been recognized as substantially 
worse than the health of the general population with respect to social determinants of health, 
mental illness, substance use, mortality, communicable diseases, and intentional and 
unintentional injuries (Kouyoumdjian, McIsaac, Foran, & Matheson, 2017).  The multiple, co-
occurring problems of men, who were incarcerated, added a level of complexity to delivering 
mental health and addictions services in correctional settings.  Ellis and Alexander (2017) stated 
that more people with mental illness were in American correctional facilities than in psychiatric 
facilities.  The prevalence of mental illness among people, who were incarcerated, has been 
identified as a growing phenomenon, and Brandt (2012) asserted that the correctional system was 
not designed to manage the degree of mental illness that existed within prison walls.  
Researchers have indicated that major gaps exist in providing mental health treatment throughout 
correctional facilities (Ellis & Alexander, 2017; Gonzalez & Connell, 2014; Gottfried & 
Christopher, 2017).  The correctional environment has created additional problems for people 
with mental illness and according to Bewley and Morgan (2011), this environment has not been 
conducive to optimal mental health functioning.  Brandt (2012) claimed that people would come 
out of jail with more problems than when they went into jail.  Inadequate care and the 
correctional environment contributed to the exacerbation of illnesses, the increase in suicide 
rates, lasting psychological effects, growing recidivism rates, and difficulties in reentering 
society (Brandt, 2012; Ellis & Alexander, 2017).  
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Promotion of mental health stability has been recognized as having potential to increase 
public safety either directly, by reducing mental health symptoms that are linked to the offending 
cycle, or indirectly, by enabling participation in correctional programs to address those factors 
that support continued offending (Correctional Services Canada, 2012a).  In Canada, this 
statutory obligation to provide mental health care has been indicated in international, federal, and 
provincial/ territorial health and correctional policies and legislation (Livingston, 2009).  
Soderstrom (2007) suggested that negative implications for society would occur if correctional 
systems did not embrace the mandate to provide appropriate mental health care for persons with 
mental illness within the prison system and address issues related to: (a) reduced safety for 
people residing within correctional facilities, (b) conflictual relationships between correctional 
and mental health staff, (c) higher prison operating costs, (d) reduced staff safety, and (e) 
recidivism and public safety.  Under the Canada Health Act (1984), provincial and territorial 
governments were deemed responsible for the management, organization, and delivery of health 
services to residents of their province or territory, including individuals incarcerated in provincial 
institutions. 
Transition and community integration.  People leaving correctional facilities have 
multiple needs.  The transition experienced by individuals, as they left jail and returned home to 
their families and communities, has been described as a dynamic, social process (Valera, 
Brotzman, Wilson, & Reid, 2017; Visher, & Travis, 2003).  Barrenger and Draine (2013) 
proposed that meeting these needs was complicated when people were denied entitlements based 
on their criminal history.  Successful community reintegration following incarceration has been 
identified as a goal for all people.  Pope et al. (2003) emphasized the vulnerability of individuals 
with mental illness during transitions from criminal justice settings to the community and 
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pointed to the need for development of effective care coordination approaches.  Although 
discharge planning from institutions is recognized as an essential contributing factor to long-term 
community integration, such planning often has been inadequate (Crocker et al., 2015).  A lack 
of connection to community resources upon discharge may affect recidivism rates for persons 
with mental health and incarceration histories.  Sayers, Domino, Cuddeback, Barrett, and 
Morrissey (2017) proposed that continuity of care and treatment for individuals with mental 
illness had to occur at the time of intake to the jail, and also at release to the community to 
interrupt the revolving door experience that many individuals encountered. 
Jacoby and Kozie-Peak (1997) investigated the lived experiences of 27 people, who had 
the combination of mental illness and the experience of imprisonment.  These researchers found 
that the social support received before and after release from prison was positively associated 
with subjective and objective quality of life outcomes.  Jacoby and Kozie-Peak (1997) claimed 
that the social adjustment of people with a mental illness and an offending history may be 
enhanced through two strategies.  The first strategy emphasized building and maintaining support 
networks while individuals were still incarcerated.  The second strategy involved developing 
community-based support networks to encourage follow-up contact with mental health agencies. 
The Centre for Addiction and Mental Health (CAMH) (2013), asserted that 
comprehensive discharge planning was important for people with mental illness to ensure 
successful transition back into the community.  In Canada, a federal initiative was established in 
2005 to better facilitate this transition. CAMH (2013) stated that some physicians and 
community mental health programs have not accepted referrals from persons with a record of 
incarceration.  Correctional Service Canada (CSC) (2012b), in their document Towards a 
Continuum of Care: Correctional Service Canada Mental Health Strategy recognized the value 
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of early planning and suggested that linkages with provincial or territorial health services and 
community agencies were essential to avoid breaks in mental health services prior to release 
from custody.  Delivery of services has been recognized as reliant upon the cooperation and 
integration of agencies that are responsible for health and wellness and justice and security. 
Osher, Steadman, and Barr (2003) alleged that the outcomes of inadequate transition planning 
included the compromise of public safety, increased incidence of psychiatric symptoms, 
hospitalization, relapse to substance abuse, suicide, homelessness, and re-arrest. Integration and 
coordination of community mental health services has been identified as urgently needed to 
promote practice that will increase the well-being of people, who have been incarcerated, and the 
well-being of the community overall. 
Community services for people with mental health needs and a criminal history.  
The importance and challenges of providing adequate psychiatric care for people with mental 
illness during and after their incarceration is well documented (Ellis & Alexander, 2017; 
Livingston, 2009; Sayers et al., 2017).  Lamb, Weinberger, and Gross (1999) have proposed that 
community treatment had become an important issue due to the increased numbers of people 
with mental illness, who were introduced into and subsequently released from the criminal 
justice system.  Dieleman (2014) claimed that continuity of care was critical for people with 
mental health problems following a period of incarceration to promote recovery and prevent 
criminal recidivism.  Individuals have faced overwhelming barriers to successful community 
reintegration.  Most people in reentry programs received a low-to-moderate level of service to 
meet their needs before release from a correctional facility (Visher & Travis, 2011; Crocker et al., 
2015).  Successful reentry required strong community support networks and comprehensive 
services.  The community services, which were available to people following incarceration were 
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rarely adequate and did not meet the needs of these individuals in the high-risk period after 
release.   
Access to services was a greater issue than the existence of services.  Dieleman (2014) 
alleged that insufficient resources resulted in triage practices, which allowed service providers to 
decide who gained access to services in ways that discriminated against people who had a history 
of criminal justice involvement.  Crocker et al. (2015) suggested that most people needed 
transitional and supportive services such as job training, substance abuse treatment, housing 
assistance, and mental health counseling, which were unavailable in the communities to which 
they returned.  Lurigio (2001) stated that the mental health system consisted of fragmented 
services for a predetermined subsets of patients and that “…individuals with multiple conditions, 
who constitute large percentages of persistent mental illness in the criminal justice system, might 
be deprived entirely of services because they fail to meet stringent admission criteria” (p. 448).  
Problems with access were related to the capacity of mental health services to meet the treatment 
needs of people with a history of incarceration.  According to Draine, Wilson, and Pogorzelski 
(2007), the burden was on the client to link to existing resources and not on the mental health 
provider to offer services.  Within the mental health system, the burden of stigmatization 
attached to incarceration hindered the acceptance of people with a history of incarceration into 
community outpatient programs (Baillargeon, Hoge, & Penn, 2010; Brett, 2003; Gleeson, 
Nathan, & Bradley, 2006; Lamb, Weinberger, & Gross, 1999).  Following a survey of 172 men 
recently released from prison, Frank, Wang, Nunez-Smith, Lee, and Comfort (2015) reported that 
42% of the subjects identified a history of healthcare discrimination, based on their criminal 
records, during interactions with doctors, nurses, psychiatrists, and other healthcare workers.  
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These participants claimed that community-based mental health programs were unwilling to 
provide services to them due to their history of incarceration. 
The need for improved collaboration between mental health care providers inside and 
outside of criminal justice settings has become apparent, as well as the need for education of 
providers about the unique requirements of this population.  Pope et al. (2003) recommended that 
future research should be focused more closely on the interactions between community mental 
health service providers and clients, who have a history of criminal justice involvement, with a 
goal developing more effective approaches to coordinated care and improved provider-client 
relationships. 
Recidivism to the criminal justice system.  Individuals with mental illness are not only 
disproportionately represented in the criminal justice system; they also are disproportionately 
likely to fail under correctional supervision.   The National Trajectory Project of Individuals 
Found Not Criminally Responsible on Account of Mental Disorder in Canada reported that the 
rates of recidivism found that the general population of previously incarcerated people was 34%, 
however recidivism rates for people, who had been treated for a mental disorder, was 70% during 
the same observation period (Charette, Crocker, Seto, Nicholls, & Caulet, 2015).  Based on a 
sample of 44,987 people, Skeem, Manchak, and Peterson (2011) reported that those people on 
parole with mental illness were about 2 times more likely than people on parole without mental 
illness to return to jail within 1 year of release.  Baillargeon, Binswanger, Penn, Williams, and 
Murray (2009) examined the association of psychiatric disorders and multiple episodes of 
incarceration in an entire state prison population.  People with psychiatric disorders were 
significantly more likely to have had previous incarcerations when compared with people 
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without a mental illness.  Baillargeon et al. (2009) claimed that this data could be used to suggest 
that formerly incarcerated individuals with mental illness had an increased risk of recidivism.   
Lurigio (2012) stated that the standard risk factors for crime, known as criminogenic 
needs, affected persons with mental illness and persons without mental illness alike. 
Criminogenic needs are dynamic risk factors that are directly linked to criminal behaviour 
(Bonta & Andrews, 2007).  The central eight factors that were used to predict future participation 
in crime included: (a) antisocial behaviors; (b) associates, attitudes, and personality patterns; (c) 
poor school and work performance; (d) estrangement from family members; (e) substance use 
disorders; and (f) a lack of prosocial recreational pursuits.  Lurigio (2012) proposed that mental 
health treatment should be used to reduce recidivism by triggering changes in these central eight 
factors predictive of criminal behavior.  Bonta and Andrews (2007) stated, “offender recidivism 
can be reduced if the level of treatment services provided to the offender is proportional to the 
offender’s risk to re-offend” (p. 5), and they suggested that reduction of recidivism may be 
achieved by providing services to match each individual’s criminogenic needs. 
Lovell, Gagliardi, and Peterson (2002) claimed that people, who committed new crimes, 
tended to receive community mental health services later and in smaller amounts than people, 
who did not commit new crimes.  Some 77% of the new crimes occurred during the first year 
after release.  An inability to adequately cope with barriers faced during the reentry process led 
people to return to unhealthy strategies, which included avoidance of problems and emotions, 
substance use, and ultimately criminal behavior (Phillips & Lindsay, 2011).  Castillo and Fiftal 
Alarid (2011) suggested that continuity of care significantly could reduce the likelihood of re-
offending.  Persons, who received mental health services, demonstrated a significant reduction in 
arrests compared to a group, who did not receive services.  Baillargeon et al. (2009) suggested 
LIVED EXPERIENCE OF MEN ACCESSING COMMUNITY MENTAL 12 
that because of the limited availability of community-based mental health services, mass 
downsizing of psychiatric institutions, and a legal system with a limited capacity to detect 
underlying mental health problems, many people with mental illness moved continuously 
between hospitalization, homelessness, and the criminal justice system. 
The meaning and hurdles of recovery.  A paucity of research was noted involving the 
perspectives of recovery for people with mental illness, who had been incarcerated (Coffey, 
2006), and little understanding of the concepts of recovery or of appropriate and realistic 
recovery-based interventions were held by people in forensic settings (Turton et al., 2011).  
Recovery does not necessarily mean cure; instead, recovery is focused on people recovering a 
meaningful life in their community, while striving to achieve their full potential.  People with 
mental health needs and a history of incarceration have been seen to be situated at a complex 
intersection of health, social, and criminal justice systems (Drennan et al., 2014).  Anthony 
(1993) described recovery as: 
…a deeply personal process of changing one’s attitudes, values, feelings, goals, skills 
and/or roles.  It is a way of living a satisfying, hopeful, and contributing way of life even 
with limitations caused by illness.  Recovery involves the development of new meaning 
and purpose in one’s life as one grows beyond the catastrophic effects of mental illness 
(p. 527).   
 
People with a history of incarceration offer unique challenges to the recovery approach, which is 
grounded in principles of hope, empowerment, and individualism (Drennan & Alred, 2012), all 
of which may be impacted when facing the implications of sanctions, restrictions, and detentions, 
which potentially make recovery more complex for these people (Turton et al., 2011).  
Recovery for people with a history of incarceration was more complex, as this recovery 
encompassed the features of traditional recovery as well as recovery from incarceration.  Mezey, 
Kavuma, Turton, Demetriou, and Wright (2010) explored definitions, experiences, and 
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perceptions of recovery for people with both mental health needs and a history of incarceration.  
Many respondents referred to the double stigma of being seen as both ‘mad’ and ‘bad’ as a 
barrier to being able to achieve goals in the future.  Offending behavior was a greater barrier to 
recovery than mental illness was.  Recovery for people with a history of offending behavior was 
related to the subjective concept of persons coming to terms with the offences that they have 
committed, appreciating the need to change the personal factors that led to their offending, 
accepting future risk of reoffending, and accepting the range of consequences of their offending 
behaviour (Drennan & Alred, 2012).  Phillips and Lindsay (2011) proposed that individuals with 
criminal conduct had poor coping abilities and directed their inadequate abilities into criminal 
behaviors.  These authors advocated that clinical work with this population should be focused on 
identification of healthy coping mechanisms to help individuals manage emotions and deal 
effectively with problems that they will face during reentry and throughout life. 
Challenges to Accessing Services 
Persons with mental illness, who have a history of incarceration, have faced challenges 
while accessing mental health services.  Schnittker and John (2007) suggested that incarceration 
was an important risk factor in health disparity and stated that the effects of incarceration were 
more complex than expected.  The relationship between stigma and barriers to mental health 
service access has been recognized as multifaceted.  Henderson, Evans-Lacko, and Thornicroft 
(2013) asserted that stigma and discrimination hindered access to services at institutional, 
community, and individual levels.  Stigma as experienced by people with mental illness, and 
stigma for persons with a history of incarceration will be shared, followed by a discussion of 
access and barriers to health services that persons with a history of incarceration and mental 
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illness have experienced.  As this research project will be used to explore the experiences of men 
following incarceration, health seeking behaviors of men will be summarized.  
Stigma of mental illness and of incarceration.  For many, the stigma associated with 
having a mental illness is worse than the symptoms of mental illness.  Stigma is a social process, 
experienced or anticipated, characterized by exclusion, rejection, blame, or devaluation, which 
results from experience or reasonable anticipation of an adverse social judgment about a person 
or group (Weiss, Ramakrishna, & Somma, 2006).  Thornicroft (2008) cited statistics, which 
revealed that 30% of the population worldwide had some form of mental illness, and at least two 
thirds of those persons did not receive treatment.  The author claimed that deliberate avoidance 
of treatment for mental illness, due to fear of stigma and rejection, and avoidance of people with 
diagnoses of mental illness, was a universal phenomenon.  Compared to other health conditions, 
people with a diagnosis of mental illness were more stigmatized and have been referred to as 
having the ultimate stigma.  
People with history of incarceration and mental health concerns were described as a one 
of the most marginalized and stigmatized groups of people within a community (Brett, 2003; 
Hartwell, 2004).  Uggen, Manza, and Behrens (2004) described the stigma of incarceration as a 
vicious cycle; once a person was marked with a stigmatizing trait he or she was discriminated 
against and disadvantaged.  This mark resulted in a group of people, who found access to most 
agencies, including healthcare, to be difficult.  A criminal conviction, no matter how trivial or 
how long ago it occurred, scarred people for life (LeBel, 2012), and any contact with a 
correctional facility was more important than the amount of contact (Schnittker & John, 2007).  
A history of incarceration increased the likelihood of health limitations and the negative effects 
for the person emerged after release from custody.  Stigmatization has resulted in an already 
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disadvantaged population experiencing adverse clinical outcomes, which placed them at high 
risk for decompensation, social isolation, criminal behavior, and re-incarceration (Baillargeon, 
Hoge, & Penn, 2010).  Uggen et al. (2004) presented their research participants’ thoughts and 
feelings concerning stigma and community reintegration.  The respondents described themselves 
as “outsiders, outcasts, and ‘less than the average citizen’” (Uggen et al., 2004, p. 276).  Many 
people considered an offending history to be a scarlet letter that left them permanently branded.  
Uggen et al. (2004) suggested that if these brands were permanent, people may never escape the 
stigma, which was attached to their histories.  
Access and barriers to mental health services.  Access is important to consider in 
health policy and health services.  Penchansky and Thomas (1981) defined access as a concept 
that represented the degree of "fit" between the clients and the system.  Access to health services 
involves more than creating or supplying services; access must consider those supports or 
barriers that effect service utilization.  Facilitating access is concerned with helping people to 
command appropriate health care resources to preserve or improve their health (Gulliford et al., 
2002).  Penchansky and Thomas (1981) described five dimensions that they proposed influenced 
health care access: availability, accessibility, accommodation, affordability, and acceptability.  
Gulliford et al. (2002) suggested ‘having access’ denoted a potential to utilize a service if 
required, whereas ‘gaining access’ referred to the initiation into the process of utilizing a service.  
It is essential to ensure that all Canadians have equal opportunity and availability to access 
mental health services in their communities.  
The Government of Alberta (2011) developed Creating Connections: Alberta's Addiction 
and Mental Health Strategy, which was Alberta’s Mental Health and Addictions action plan.  The 
report was developed to assist Albertans to reduce the prevalence of addiction and mental health 
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problems through health promotion and prevention activities and to provide quality assessment, 
treatment, and support services.  The strategy was intended to be used to ensure timely access to 
the most appropriate level of service, improve continuity of care, and decrease fragmentation 
between service providers and within system delivery.  The authors stated that special 
consideration and attention must be given to ensure that Albertans with complex service needs, 
such as persons, who were incarcerated, would have access to a full range of appropriate mental 
health and addictions services and supports.  Livingston (2009) cited the Canadian Charter of 
Rights and Freedoms and the Correctional and Conditional Release Act when he stated, “Not 
only is it good practice to provide an appropriate level of high-quality mental health and 
substance use services to correctional populations, it is an ethical and legal responsibility” (p. 1).  
Little attention has been given to barriers to mental health care for people with a history 
of incarceration (Owens, Rogers, & Whitesell, 2011); however, many researchers have studied 
the effect of discrimination and stigma on health care access.  Thornicroft (2008) suggested that 
stigma can take many forms in the healthcare sector, from low compassion, to lesser-quality care, 
to reduced access to care.  Young, Stuber, Ahern, and Galea (2005) revealed that exclusion and 
discrimination not only occurred in the context of social relationships with friends, relatives, 
colleagues, or employers, but also in the contact with mental health professionals. Stigma related 
to mental health care accounted for 22.3% of all stigma experiences.  This finding was echoed in 
Frank et al.’s (2015) research findings that revealed that discrimination based on one’s criminal 
record was a barrier to engaging in healthcare and was an obstacle to successful community 
reintegration.  Healthcare utilization varied based on respondents’ experiences with 
discrimination.  
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Corrigan (2002) asserted that stigma and discrimination were significant barriers to 
community opportunities, which were necessary to help people attain life goals.  The author 
described two sources of disempowerment that occurred when persons with mental illness 
accessed community mental health services: (a) treatment providers, who endorsed 
disempowering notions about mental illness, undermined collaborative relationships with 
persons, who consumed their services, and (b) communities, which promoted stigma, failed to 
provide the rights and opportunities to which all adults were entitled.  Ellis and Alexander (2016) 
surmised that poor care collaboration, poor integration, and inappropriate distribution of services 
were common mental health care barriers.  They declared that barriers to mental health services 
may impact individuals' well-being; contribute to morbidities and mortalities; and add social, 
legal, economic, and political burdens to communities. 
Men’s health seeking behavior.  Many researchers have examined differences in the 
frequency with which men and women seek help for medical, mental health, and substance abuse 
problems.  Findings have been consistent and have shown that, as a group, men seek professional 
help less frequently than women do (Addis & Mahalik, 2003; Galdas, Cheater, & Marshall, 
2005).  Several studies have revealed that men also seek psychiatric services, psychotherapy, and 
counseling less often than women (Mankowski & Smith, 2016; Seidler, Dawes, Rice, Oliffe, & 
Dhillon, 2016).  Individual and collective beliefs about masculinity define and may profoundly 
affect men’s mental health.  Möller-Leimkühler (2002) posited that the masculine stereotype did 
not allow help-seeking.  She suggested that if men perceived a need for help, this perception 
would offend traditional role expectations.  In a Swiss study of suicide prevention, Angst and 
Ernst (1990), (as cited in Möller-Leimkühler, 2002), stated that ‘‘Women seek help — men die’’.  
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This research was used to reveal that 75% of people, who sought professional help for suicide 
prevention, were female, and 75% of people, who died by suicide in the same year, were male. 
Social psychologists have treated help seeking as a complex and dynamic process, which 
involved help seekers, help providers, the types of help requested, and the situations in which 
help was sought (Mankowski & Smith, 2016).  An often overlooked connection between 
masculinity and mental health occurs within prisons and throughout the incarceration process.  
According to Kupers (2005), gender dynamics were intensified in the criminal justice system as 
incarceration directly impacted men’s mental health through a magnified connection to 
masculinity.  Men may experience barriers to seeking help from health professionals when they 
perceive other men in their social networks as disparaging the process (Addis & Mahalik, 2003).  
Mankowski and Smith (2016) claimed that the structure of the prison system encouraged a toxic 
masculinity that involved restricted emotionality, independence, and aggression in response to 
conflict and threats to one’s status.  Kupers (2005) described a prison code as an exaggeration of 
the unspoken male code on the outside. 
 According to the code, a real man or a stand-up con does not display weakness of any 
kind, does not display emotions other than anger, does not depend on anyone, is never 
vulnerable, does not snitch, does not cooperate with the authorities, and suffers pain in 
silence (p. 718). 
 
Implications for Research  
At the core of being able to care for a patient is the ability to appreciate the patient's 
experience of health and healing.  Human experience is the focus of concern in nursing practice, 
and according to Racher and Robinson (2003), a means of describing lived experience in nursing 
situations is of paramount importance for nursing research.  To provide care, nurses must 
understand the triggers and barriers associated with help seeking behaviour in men, who suffer 
illness.  Ellis and Alexander (2016) stated that psychiatric nursing represented a profession 
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capable of integration, collaboration, and expansion of care and services across interdisciplinary 
scopes for the benefit of individuals, families, and communities.  Psychiatric nurses collectively 
have used their diverse roles to influence barrier-eradicating models and frameworks aimed at 
achieving accessible, comprehensive, and sustainable health care for all people (Ellis & 
Alexander, 2016). 
An exploration of men’s experiences with mental health services following incarceration 
will provide new insights to those factors, which are associated with their access to and 
engagement with community mental health services.  Understanding is essential to increase help 
seeking, treatment planning, and effective self-management strategies among men, who are 
experiencing mental health concerns.  This experiential way of coming to know and understand 
phenomena and the experiences of these phenomena can help nurses to understand circumstances 
and consequently be able to assess, treat, and support patients more effectively.  This research 
will be used to inform clinical practice and future research within the criminal justice system and 
in the community. 
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Chapter 3: Research Method 
The methodology for this study was informed by van Manen’s (1990) hermeneutic 
phenomenology, in which the researcher seeks to describe the lived experience of social 
phenomena by acknowledging the values and meanings that people attribute to their existence.  
The type of problem best suited for phenomenology is one in which understanding individuals’ 
shared experiences of a phenomenon is deemed important in order to develop a deeper 
understanding about the features of the phenomenon (Creswell, 2013) or to develop practices or 
policies. 
Research Design 
Using this research design, the lived experience of men’s experiences, following 
incarceration as they access community mental health services, was explored.  Phenomenology is 
not only a description, but also is an interpretive process in which the researcher develops an 
understanding of the meaning of the lived experiences.  The goal of phenomenological research 
is not to create results that can be generalized, but to understand the meaning of an experience of 
a phenomenon (Converse, 2012).  Through phenomenological writing researchers aim to 
express, in rigorous and rich language, phenomena and events as they present themselves, and 
aim to investigate the conditions and origins of these phenomenon and events (van Manen, 
2016).  The research method, data generation and management, data analysis, and ethical 
considerations described are consistent with hermeneutic phenomenology.  
Philosophical underpinnings.  A phenomenological hermeneutic approach is a 
philosophy of the nature of understanding a particular phenomenon and the scientific 
interpretation of a phenomenon appearing in text or written word (Streubert & Carpenter, 2011). 
Phenomenology is used to gain understanding a deeper understanding of the meaning of our 
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everyday experiences.  According to van Manen (2016) phenomenology is a philosophic method 
for questioning, not a method for answering or discovering or drawing determinate conclusions.  
Phenomenological researchers have claimed that the most basic human truths were 
accessible only through inner subjectivity and that the person was integral to the environment 
(Flood, 2010).  Hermeneutic phenomenology has been used to influence thoughtful reflective 
attentive practice by revealing the meanings of human experience.  Dowling (2007) suggested 
that the use of phenomenological inquiry has been used to clarify nurses’ understanding of the 
person's reality and experience, which valued individuals along with the nurse-patient 
relationship, and embraced a holistic approach to the person.   
Hermeneutic phenomenological procedural steps.  The six procedural steps in van 
Manen’s (1990) description of the hermeneutic phenomenological method was used to explore 
the lived experiences of men with a history of incarceration as they access community mental health 
services.  When reduced to the elemental methodological structure, the six procedural steps were: 
1. Turning to a phenomenon which seriously interests us and commits us to the world. 
2. Investigating experience as we live it rather than as we conceptualize it. 
3. Reflecting on the essential themes which characterize the phenomenon. 
4. Describing the phenomenon through the art of writing and rewriting. 
5. Maintaining a strong and oriented pedagogical relation to the phenomenon. 
6. Balancing the research context by considering parts and whole.  
(van Manen, 1990) 
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Strengths of design.  Phenomenology is used to prioritize ways that human beings 
experience the world.  The use of phenomenology does not assume that reality is rational, 
logical, and non-contradictory, or describable in scientific language (van Manen, 2016); reality 
may be experienced as uncertain, overwhelming, confusing, or unintelligible.  “The fundamental 
model of this approach is textual reflection of the lived experiences and practical actions of 
everyday life with the intent to increase one’s thoughtfulness and practical resourcefulness.” (van 
Manen, 1990, p.4).  
  Dowling (2007) in her discussion of phenomenological understanding, cited Parse (2001) 
who described this understanding as ‘‘the process of coming to know the phenomenon as it 
shows itself as described by the participants’’ (p. 79).  The volume and breadth of studies that 
have been used to explore the views of people with a history of incarceration as they accessed 
mental health services were limited (Coffey, 2006).  Persons with a history of incarceration have 
experienced prejudice, stigma, and discrimination (Brett, 2003; Frank, et al., 2015; Hartwell, 
2004; Mezey et al., 2016). If the lived experiences with this phenomenon could be explored and 
understood, would this understanding be a catalyst to system change?  Dowling (2007) proposed 
that understanding involved the “phenomenologist attempting to meet the phenomenon as free 
and as unprejudiced as possible so that the phenomenon present itself as free and as unprejudiced 
way as possible so that it can be precisely described and understood” (p. 132).  Phenomenology 
is used to show ways that words, concepts, and theories shape and give structure to our 
experiences as we live them (van Manen, 2016).  Phenomenology has been used to focus on 
concrete experiences, of persons in relationship with others, of beliefs and practices, and of the 
intent to understand the meaning of the person's experience (Van der Zalm & Bergum, 2000).  
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This focus has appealed to the discipline of nursing, as nursing practice engages with people 
through their experiences of health and illness. 
Researcher’s Role 
The researcher is a registered psychiatric nurse.  Her educational background includes a 
Diploma in Rehabilitation Services, a Bachelor of Science in Psychiatric Nursing, and current 
enrollment in the Master of Psychiatric Nursing program at Brandon University.  Areas of 
professional practice include acute care psychiatric nursing, geriatric nursing, psychiatric 
emergency services, correctional nursing, corrections transition mental health outreach, 
community mental health crisis response, community mental health outreach, chronic disease 
nursing and education, group and individual general psychotherapy, as well as forensic mental 
health group and individual psychotherapy.  The researcher is presently employed by Alberta 
Health Services as a forensic mental health therapist.  All clients, who are on the researcher’s 
caseload were referred for mental health services by probation officers from the Justice and 
Solicitor General Department of the Government of Alberta.  All clients referred to the 
researcher were mandated by a court order to attend for counselling services.  Any clients, whom 
the researcher was treating, were not included in this research.    
The hermeneutical approach requires the researcher to engage in self-reflection to give 
thought to her/his own experiences (Laverty, 2003).  The researcher recognizes that her 
therapeutic work experience and familiarity with mental health and with individuals, who have a 
history of incarceration, will influence the research process.  This experience and familiarity, 
although influential, demonstrates interest and commitment to this population of people and 
respect for their individual experiences.  An ongoing and concerted effort to acknowledge and 
overcome subjective feelings, preferences, inclinations, and expectations was made to limit the 
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influence on the participants, and on the data analysis.  This research contributed to the 
researcher’s thesis and a manuscript will be published.  There is no associated conflict of interest.   
Van Manen (1990) asserted that the researcher's style should convey the existential, 
emotive, enactive, embodied, situational, and non-theoretic understanding that is gained through 
phenomenological interpretation.  The knowledge and understanding that has been acquired 
through the researchers’ professional experience in the areas of mental health and incarceration 
will promote ease of engagement with the participants and will enhance the interpretation of the 
interview data.  Streubert and Carpenter (2011) described reflexivity as the responsibility of the 
researchers to examine their influences on all aspects of qualitative inquiry.  The researcher 
reflected upon and tried to understand ways that her values and views may have influenced the 
processes of the research project.  Bracketing is a process by which the postpositivist researcher 
identifies personal biases about the phenomenon of interest to clarify ways that personal 
experience and beliefs may color what is heard and reported (Liehr, LoBiondo-Wood, & 
Cameron, 2009).  In post-modern research such as phenomenology, the researcher utilizes 
reflexivity and reduction, as described by van Manen (1990), to limit the influence of her own 
experiences, beliefs, assumptions, and theoretical knowledge that may impact the overall 
understanding of the phenomena of interest.  The researcher made understandings, beliefs, 
biases, assumptions, presumptions, and theories related to the phenomena explicit, however she 
recognized that these experiences were an inseparable part of ones being, and that bracketing 
was not possible.  Struebert and Carpenter (2011) proposed that persons and their perceptions are 
a sum of their experiences and cannot be separated.  “The greatest lesson of the reduction is the 
impossibility of a complete reduction” (Merleau-Ponty & Bannan 1956, p. 64).  These authors 
suggested that the intimate relationship individuals have with the world would not allow for 
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complete reduction of the researchers’ effect on the research process.  Phenomenological 
reduction challenges the traditions, assumptions, languages, evocations, and cognitions to 
understand the individual and unique occurrences of everyday lived experience (van Manen, 
2016).  The intention of reduction is to make the researchers’ reflection of the experience 
emulate the unreflective life of consciousness (van Manen, 1990).  
Participant Selection and Criteria 
Purposive snowball sampling was utilized to identify participants for this research 
project.  Inclusion criteria consisted of males over the age of 18 years, who have accessed 
Addiction and Mental Health Services in Alberta and have experienced any period of 
incarceration in a provincial correctional facility in the prior two years.  Nine participants were 
interviewed, and sampling continued until enough data was collected to provide a meaningful 
analysis.  
Participants were not required to meet criteria for a DSM-5 diagnosis (American 
Psychiatric Association, 2013); they must have accessed community mental health services.  
Participants, who were in acute crisis and in need of immediate clinical intervention, were 
excluded for safety reasons.  Men, who were designated Not Criminally Responsible, by reason 
of mental illness, were not included in this research project. Men, who were incarcerated, were 
not included in this research. The researcher is an experienced psychiatric nurse, who has 
knowledge of mental illness and symptomology, and thus was able to assess the mental health 
status of each potential participant throughout the recruitment and interview process.   
The probation officers from the Government of Alberta (GOA), Justice and Solicitor 
General, Department of Community Corrections, in an urban office were asked to provide letters 
of invitation to any of their clients, who met the study criteria.  Those probation officers tasked 
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with identifying potential participants were made aware of inclusion and exclusion criteria, knew 
that the participants’ participation was voluntary, and were informed that participants may 
withdraw their informed written consent at any time without prejudice or penalty.  The letters of 
invitation (see Appendix A: Letter of Invitation) included a description and purpose of the study, 
introduced the researcher, listed inclusion criteria for the study, and provided relevant contact 
information.  Those letters were distributed to probation officers upon receiving ethics approval 
from the Brandon University research ethics review board (REB) and the GOA ethics review 
panel of the Justice and Solicitor General, Correctional Services Division.  The researcher met 
with the probation officers to introduce the research project following ethics approval by both 
boards.  Through introduction of the project and by highlighting the focus of the research, the 
researcher provided the probation officers with an overview of the project and facilitated 
agreement regarding distribution of the letters of invitation.  The researcher did not interact with 
the participants prior to recruitment.  
Potential participants were provided with the Letter of Invitation, which described the 
nature and purpose of the study.  Once a potential participant expressed interest, he contacted the 
researcher and the researcher provided information about the study purpose, eligibility criteria, 
and informed consent.  With the agreement of the potential participant, an appointment for the 
initial interview was set at a time convenient for the participant.  As there was potential for 
participants to have histories of violence, safety of the researcher was considered.  The 
interviews did not occur in isolated locations and each interview was conducted at a public 
location of the participant’s choice and was held within the community where private 
conversations occurred.   
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Consent was free, informed, ongoing, and clearly documented.  Consent was obtained 
prior to involvement and throughout the research process.  Participants received a copy of the 
signed consent form (see Appendix B: Consent Form).  Participation was voluntary; participants 
were able to withdraw from the study at any point and were able to refuse to answer any 
questions during the interview. 
Research Questions 
Van Manen (2016) stated that a phenomenological question is used to inquire into the 
meaning of a human experience.  Phenomenology is used to ask about the nature, meaning, 
significance, uniqueness, or singularity of an experience as a person lives through it (Converse, 
2012).  The phenomenological questions of this study were designed to help the researcher 
understand the lived experience of men with a history of incarceration as they accessed 
community mental health services.  Hermeneutic phenomenological interviews may be used as a 
means for exploring and gathering experiential narrative material that may serve as a resource for 
developing a richer and deeper understanding of the human phenomenon and is used as “a 
vehicle to develop a conversational relation about the meaning of an experience” (van Manen, 
1990, p. 66).  Semi-structured interviews that utilized open-ended questions, as outlined in the 
interview guide (Appendix C: Interview Guide), were conducted to elicit the accounts of the 
participants’ experiences.  Participants were asked demographic information to allow the 
researcher to accurately describe the sample of study participants.  A general opening question 
and questions that explored a few areas of interest were used.  The opening question was: Please 
tell me about a time that you went to the mental health clinic.  After the opening question, the 
discussion developed naturally through follow-up questions, which were used to encourage the 
participants to narrate what the experience was like for them and offer examples of their positive 
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and negative experiences during their encounters with the community mental health clinic.  
Questions were non-directive, with minimal use of probes.  Additional open-ended questions that 
were asked during the interview included:  How long after your release were you able to have an 
appointment with mental health services?  Please tell me about your experience in making the 
appointment.  When you were at the mental health clinic, what went well or was helpful to you?  
What did not go well or was not helpful when you were at the mental health clinic?  How do you 
feel your history of incarceration (being in jail) has affected your ability to receive mental health 
services?  
Ethical Considerations 
Approval was obtained from the Brandon University REB (Appendix E) and the GOA 
ethics review panel (Appendix F).  There were no unforeseen events or circumstances that 
required reporting to the REB and the GOA ethics review panels. 
Conducting research with this group of people may raise concerns about capacity to give 
informed consent, the validity of consent, and issues of control, power, privacy, and 
confidentiality, with the potential of exploiting persons for research purposes.  The researcher 
explored the participants’ experiences while accessing community mental health services, not 
their experiences with incarceration or mental health.  All participants were well, and not 
suffering from acute mental health symptoms.  The participants were free citizens in the 
community and had the same rights and freedoms as any Canadian.  These people are often not 
given the opportunity to have their voices heard.  When researching public health services, which 
all Canadians are entitled to receive, it is particularly important that effort be made to include the 
voices of these people.  The principle of justice recommends that all potential participants be 
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treated fairly and equitably.  Participants were recruited fairly with the inclusion criteria based on 
the research question.   
The welfare of participants was ensured through maintaining confidentiality and privacy 
throughout the study.  Participants identified a pseudonym of their choosing at the beginning of 
the research project.  Only the researcher was aware of the participants’ identities; otherwise the 
participants’ anonymity was maintained.  Information remained confidential.  Although questions 
were not asked about suicide, homicide, or child abuse, the participants could have disclosed 
such information.  This did not occur.  If it had, the researcher would have adhered to the duty to 
inform and would have contacted the appropriate resources to ensure the safety of those 
individuals.  The participants were aware of the conditions of the duty to inform prior to the 
interview (See Appendix B: Consent Form).     
Computerized data was password protected and stored in a secure location.  
Computerized data and written notes will be destroyed following the thesis defense and 
dissemination of research findings.  Any potential identifiers in the transcripts were removed in 
the documentation of the findings of the research.  
Participation in the study was voluntary and participants were able to remove themselves 
from the study by contacting the researcher at any time during the research process.  Please refer 
to Appendix B: Consent form.  Participants were informed of the purpose of the research and the 
dissemination strategy, with the option of accessing any resulting publications. Deception, 
coercion, or other forms of persuasion did not occur.   
The researcher ensured that the participants were not exposed to unnecessary risks.  The 
research questions did not explore experiences with mental illness, suicidality, or symptoms of 
mental illness.  Questions were asked about stigma, discrimination, and participant experiences 
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while accessing mental health services, which could have proved distressing to the participant.  
The researcher is experienced in mental health assessment and was able to identify if the 
participant was in any distress during the interview.  If distress was noted, she was prepared to 
offer to postpone or cancel the interview, and seek assistance for the participant.  This did not 
occur.  The researcher provided time at the end of each interview for debriefing and assessed if 
the participant required further support.  Participants were encouraged to contact a community 
mental health agency as needed, and all participants were provided with the telephone number of 
a local crisis agency.   
All aspects of this study followed the Tri-Council Policy Statement of Ethical Conduct 
for Research Involving Humans (Canadian Institutes of Health Research, Natural Sciences and 
Engineering Research Council of Canada, & Social Sciences Humanities Research Council of 
Canada, 2010).  The researcher has completed the related tutorial and the certificate of 
completion is attached (see Appendix D: TCPS 2 CORE Certificate).   
Data Generation  
The data of phenomenological research are the narratives of participants’ lived 
experiences.  Van Manen (1990) declared, “The point of phenomenological research is to 
“borrow” other people’s experiences and their reflections on their experiences in order to better 
be able to come to an understanding of this deeper meaning or significance of an aspect of 
human experience, in the context of the whole human experience” (p. 62).  Data collection 
consisted of semi-structured interviews utilizing open-ended questions, as this method of 
interviewing is effective in gaining rich authentic experiences of participants.  Each interview 
was thirty minutes to one hour in duration.  Participants were given several opportunities to 
provide additional comments. 
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The interviews were audio-recorded with a digital device and stored in the researcher’s 
office, under lock and key, to which the researcher had the only access.  Immediately following 
the interview detailed field notes were written.  The field notes were a recording the researcher’s 
perception, what she heard, saw, experienced, and thought over the course of collecting and 
reflecting on the process (Groenewald, 2004).  Field notes were utilized to describe the 
environment, the participants’ non-verbal expressions and body language, and other observations 
not captured by audio-recording (Streubert & Carpenter, 2011).  Key words, phrases, and 
statements were recorded to allow the voices of the research participants to speak (Groenewald, 
2004).  The purpose of the field notes was to describe and not interpret the participants’ 
experiences, to preserve the context and integrity of data.  
Data Analysis 
Data analysis was conducted to determine the meaning of participants’ experiences.  
Analysis commenced simultaneous to the first interview.  The first stage of the analysis process 
involved listening to each interview while reviewing the notes written before, during, and after 
each interview and then adding to these notes.  The audio-taped interviews were transcribed 
verbatim by the researcher.  Originally the researcher had planned to hire a transcriptionist; 
however later the researcher decided that the transcription process would increase her immersion 
into the data.  Transcription equipment was not used, instead the researcher listened to and hand 
wrote each interview, and then used Dragonspeak computer software to dictate the written 
transcript.  The researcher conducted the interviews and then heard, wrote, read, and spoke each 
word of each transcript.  Each interview was transcribed within 24 hours of the interview.  This 
process allowed the researcher to reflect on the interview itself while transcribing.  The 
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interviews were listened to a second time and compared to the written transcript to ensure 
accuracy. 
The analysis of the collected data followed a hermeneutic phenomenological approach 
and was guided by the analytic processes as outlined by van Manen (1990).  In qualitative 
research, data analysis is simultaneous with data collection.  The researcher listened to the 
recording, read the written transcript, and made notations of observation on the transcript to 
begin to attach meaning to the elements of the data as suggested by Burns and Grove (2007).  
The researcher began analyzing the data during the first interview, and the first observation with 
the participant.  Finlay (2014) suggested that during data analysis, researchers should explore the 
semantic content and language used at a number of levels: descriptive (taking explicit meanings 
at face value), linguistic (such as noting metaphors), and conceptual (taking a more analytic 
approach).  Burns and Grove (2007) declared that during data analysis, a dynamic interaction 
occurs between the researcher and his/her experience of the data.  The ongoing analysis process 
included observation, interviewing, reading, writing, and rewriting.  The goal of writing is not 
to describe the participant's experience of the phenomenon, but to make explicit meaning that is 
felt and grasped at the core of one’s being (van Manen 1990).  The art of writing and rewriting 
refines the understanding of the phenomenon to be identified and articulated.  
The hermeneutic circle was used in the interpretive analysis of the data.  This process is 
described as a circle because of the continuous nature of this type of interpretation (Koch, 1996).  
The hermeneutic circle method of interpretation is a movement from the text, to the researcher, 
who comes to an understanding of the text and an interpretation (Dowling, 2007).  The 
researcher engaged in reflective thought as she explored personal feelings and experiences that 
may have influenced the study and integrated this understanding into the study.  The researcher 
LIVED EXPERIENCE OF MEN ACCESSING COMMUNITY MENTAL 33 
created meaning from the interpretation of the phenomenon.  This interpretation occurred by 
identifying themes, patterns, or commonalities in the text. (Van der Zalm & Bergum, 2000).  The 
researcher reflected upon this interpretation when re-reading the text and after identifying 
themes, she interpreted the participants' experiences of the phenomenon.  The researcher was 
immersed in data analysis throughout the research process to develop a rich understanding of the 
data as themes were identified.  This process of immersion in the data analysis process involved 
personal reflection.  Reflection on personal experiences by the researcher was useful both before 
and after the interviews and during data analysis.  The researcher’s current role, outside of the 
research process, is that of a forensic mental health therapist.  In this role, while advocating for 
clients, the researcher has heard stories of discrimination, judgement, and stigma.  Listening to 
the participants stories of judgement and disrespect and their subsequent feelings of pain and 
suffering was challenging.  The researcher fought to remain objective and to not slip into the role 
of therapist versus researcher during the interviews.  Purposeful and deliberate mindfulness was 
utilized to maintain impartiality during the interview and during the data analysis.  Van Manen 
(1990) suggested that these thoughts and experiences should be identified, and effort should be 
made to keep these thoughts from influencing the data collection and analysis. 
After the interviews were transcribed into a Microsoft Word document the researcher did 
an initial reading of each printed interview transcript.  Transcripts were scanned for responses 
that were relevant to the research questions.  The researcher used visual aids of highlighter pens 
and colored pencil crayons to identify and code the transcript themes and subthemes.  This was 
completed to determine the structure and meaning of the data as a whole.  Each transcript was 
then re-read and notes were made on the document that included a short phrase (1-5 words) that 
described the general theme of each statement.  These themes were then moved into a notebook, 
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and then onto to post-it-notes to help with grouping of ideas.  In the initial process 12 codes were 
created.  After all interviews were coded, they were read again to determine if similar codes 
should be grouped together with more inclusive terms. The color coding was used again to 
capture additional themes and sub themes from the notes made in the notebook.  The transcript 
was then read through line by line and compared with the themes identified in the notebook.  
Additional comments were added to the notebook with thought given to the central theme being 
revealed in the statement.  This process was used to collect the different initial themes to identify 
similarities or differences and determine if certain ones could be combined and labelled with a 
more inclusive theme.  As outlined by van Manen (1990), the researcher considered the message 
each participant was conveying about his or her lived experience in accessing community mental 
health services following a period of incarceration.  The detailed analyses with illustrating quotes 
are provided to substantiate the emergent themes.   
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Chapter 4: Research Findings 
The purpose of this hermeneutic phenomenology research was to explore the lived 
experiences of men with a history of incarceration while accessing community mental health 
services.  In this chapter the demographics of the participants will be described, and thematic 
findings related to their experiences with accessing community mental health services will be 
discussed in detail.  Data were analyzed for themes that connected the participants’ experiences.  
Themes and subthemes were identified from the participants’ responses.  The themes of risk in 
accessing services, barriers to treatment, and judgment by health care professionals were 
uncovered.  Risk in accessing services was further categorized to include subthemes of distress, 
hope, and powerlessness, as well as stigma and discrimination.  The theme of barriers to 
treatment included subthemes of negative interaction with healthcare professionals, lack of 
understanding by health care professionals, focus on incarceration instead of mental health, 
assumptions by health professionals of treatment goals, and prior encounters with healthcare 
professionals.  Judgement by health care providers was categorized to include judgement for past 
crimes, dehumanization, judgement based on appearances, and labelling.  The themes were 
interdependent.  There were few outliers to the reported experiences.  The themes cumulated to 
demonstrate similar meanings for each of the participants.   
Participants 
The nine participants were residents of an urban centre in Alberta, Canada.  All 
participants used pseudonyms to protect their identities.  The participants’ ages ranged from 30 
years of age to 51 years.  One man identified his ethnicity as Aboriginal, one as Metis, the others 
identified as Caucasian.  The minimum time incarcerated was 48 days, the maximum was ten 
years. Incarceration length was self-reported and was not confirmed by legal records.  All 
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participants stated that they had accessed a community mental health service following 
incarceration.  The participants were asked if they had ever been diagnosed with a mental illness.  
All diagnoses were self-reported and were not confirmed by health records.  
Table 1   
Participant Demographic Information 
Pseudonym Age Ethnicity Self-
Reported 
Total time 
Incarcerated 
Self-Identified Mental Health 
Diagnosis 
Dale 51 Metis 3 years Depression 
James 50 Caucasian 6 months Rapid Cycling Bipolar Disorder 
Derrick 43 Caucasian 4 years Addiction  
Chad 43 Caucasian 8 months Depression, Bipolar, ADHD, 
Addiction Disorder 
Steve 41 Caucasian 10 years Bipolar, Schizoid, antisocial, 
obsessive-compulsive 
John 40 Aboriginal 15 months Depression 
Devon 35 Caucasian 48 days Depression 
Jack 35 Caucasian 3 years Schizophrenia  
Chris 30 Caucasian 5 years Bipolar, Depression 
 
Phenomenological Themes 
Throughout the interviews, participants provided rich descriptions of their experiences in 
accessing community mental health services following a period of incarceration.  Data analysis 
centered on the use of van Manen’s method of phenomenology (1990).  Data were analyzed for 
meaningful themes.  Phenomenological themes are the experiential structures that make up the 
experience (van Manen, 1990).  The purpose of data analysis was to preserve the unique 
experiences of participants through interpretation of shared meaning (van Manen, 1990).  Direct 
quotes from each participant have been included to share their voices. Themes and subthemes 
emerged through an in-depth circular analysis of the interview transcripts. 
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Phenomenological Themes and Subthemes 
 
Themes Subthemes 
Risk in Accessing Services Distress 
Hope 
Powerlessness 
Stigma and discrimination 
Barriers to Treatment Negative interaction with healthcare professionals 
Lack of understanding by health care professionals 
Focus on incarceration not mental health 
Assumptions by health care professionals of treatment 
goals 
Prior encounters with healthcare professionals 
Judgement by Healthcare 
Professionals 
Judgement related to incarceration 
Dehumanization 
Judgement based on appearance 
Labelling 
 
Risk in accessing services. The participants described their experiences related to the 
decision to go to a community mental health clinic for help.  The men shared their private 
thoughts about these experiences and included their reflections on their experience as a man with 
a history of incarceration going to a community clinic and asking for help with mental health 
concerns.  Attending a community mental health clinic was described as a multifaceted risk.  The 
commonalities in their descriptions were strikingly similar.  
Distress.  Strong feelings of distress were reported at some point by all of the study 
participants.  Difficulty in managing emotions was obvious in a few participants during the 
interviews.  Some participants displayed anger, some wept, while others were resentful as they 
described their experiences in accessing community mental health services.  When asked what it 
was like for them to access services, they described feeling afraid that they would be judged or 
treated differently because of their histories.  One participant, who demonstrated a high level of 
distress during the interview, stated, “people think asking for help is easy”, but for him it has 
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been difficult.  This man had attended many clinics over the years and had experienced 
disappointment and described feeling dismissed.  Chris said, 
 It’s harder than everybody thinks it is.  It’s hard to take that stuff in there.  It’s because 
there’s so much shit.  Yeah, I actually went out there and tried to reach out and they 
basically denied me, so - turned me right down. 
 
Collectively the participants spoke of apprehension and feeling uncomfortable in the 
situation.  The participants recognized that they needed help.  However, for many the idea of 
approaching a stranger and revealing very private and painful information was excruciating.  
Many of the participants described living a life that they believed most ‘normal people’ could not 
endure.  They described loss, suffering, death, violence, abuse, betrayal, and poverty.  Despite 
surviving such horrors, the thought of asking for mental health support was distressing.  Derrick 
described his experience with the decision to go a clinic for help.  He had not yet had any 
interaction with this clinic; these were his thoughts as he considered the appointment,  
It was scary, and I was nervous and scared.  I was more nervous than when I went to jail.  
All my friends were in jail – it felt safer there.  I didn’t know what they were going to 
look at me like.  I felt like they looked at me like I was this bad person and that I was no 
good.  I’m still a person.  Just because I have done some bad things – I’ve done a lot of 
bad things because of addictions.  If I was sober I wouldn’t have done those things you 
know?  
 
These men were fiercely protective of their privacy and feared that going to the clinic 
would risk unnecessary exposure.  Some participants were worried that they would be asked 
about the incarceration and the nature of their criminal charges.  The idea of having to discuss 
this part of their lives was upsetting, and for some an obstacle to making an appointment or 
continuing treatment past the initial contact. Dale said, “That was not a fun time in my life.  I do 
not want to bring that stuff up.  If they asked about it, I wouldn’t talk to them.” 
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Additionally, some of the men described loss, shame, and regret not only in terms of their 
criminal histories, but also with ways that their lives had turned out.  James, while describing his 
experience in going to a clinic and explaining his life to a clinician, reported that the 
overwhelming emotion that he felt was sadness.  
It makes me feel sad.  It’s just like I want to say – hey man if you were in my shoes 
maybe you would know what it’s like to feel like a piece of garbage a lot of the time – it’s 
almost a self-hatred kinda thing.  You feel shady about who you are or what you thought 
you could’ve been and you never achieved it because of your situation.  And then you get 
people saying this – you’re bad.  I get a lot of this.  I don’t want to be judged or thought 
less of.  
 
Hope.  The participants expressed feelings of hope as they risked going for help.  All 
hoped for a good life.  They hoped that they would get the help that they needed to make changes 
in their lives for themselves and for their families.  The participants were aware that they had 
challenges, yet they hoped that help was available to support their roads to recovery.  They 
described the struggles and failures that they had experienced in trying to make their lives better.  
By accessing mental health services, they were hopeful that they would get help to succeed.  
Chad struggled with finding ways to integrate back into life in his community.  He described 
feeling as though he needed to censor the way he spoke and the way he interacted with others, 
but he was not sure how to go about this without compromising who he felt he was.  He spoke of 
his desperation to belong and was hopeful that someone would be able to help him to find his 
way.  Chad stated, “I’m just trying to think about how to get along with the community and 
society and my own problems you know.”  
Many of the participants longed for acceptance and a chance to make positive changes in 
their lives.  They spoke of wanting to give back to their communities and to make lasting 
changes to improve their circumstances for themselves and their families.  Many described 
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struggles with self-esteem and self-acceptance, yet all hoped for the chance to be seen as person, 
not a person with a history of incarceration.  James said,  
Truthfully deep down inside I think I’m a good person.  I’m an alright guy. I want to be 
nice to people.  I want to be accepted.  If people would give me that chance they would 
find out that this guy is not a bad guy.  Like who cares what the situation may be.  I just 
can’t break through that. 
 
Powerlessness.  Participants explained that they felt as though they had become the 
prisoners of a situation over which they had very little control.  They described their frustration 
with an inability to act independently to improve or change their circumstances despite an 
intense desire to do so.  Some felt as though they should be able to make changes on their own 
but recognized that they could not.  Asking for help meant that they could not control or solve 
their own problems.  The idea that one must “suck it up” and concede to feelings of inadequacy 
in the self-reliant world that many of these people had grown accustomed to was inconceivable.  
The realization that they needed help was humbling, and then to risk reaching out to another 
person was daunting for these men.  Many participants in this study explained ways that asking 
for help had made them feel more dependent on other people and therefore powerless.  Derrick 
said,  
It’s hard, but all people need help.  Some people think they can do things on their own – 
but we can’t.  We need to help each other.  We are humans, we make mistakes – we 
always will.  We need to be willing to suck it up and ask for help and be willing to 
forgive each other when we make mistakes.  
 
For some of the men this risk appeared to be related to feeling powerless over their 
choices for mental health care.  They described feeling as though they had to endure what they 
considered to be disrespect or sub-optimal care as they had no other recourse.  Jack indicated that 
he felt trapped as he did not like the way he was treated but he did not have anywhere else to go 
to get his depot medications.  He said,  
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The way they treat me makes me feel uncomfortable.  I don’t like it but I have to still go 
to maintain my medication level.  They make me feel unwelcome and it feels like they 
are trying to find a loophole and get one up on me.  To get me in trouble with the 
authorities.  They might tell on me and get me in trouble with the police and get me a 
breach for missing a medication or something. 
 
Stigma and discrimination.  The risk of revealing a history of incarceration was 
troublesome for many participants.  Stigma experiences in relation to incarceration histories have 
caused hurt, anger, discouragement, and lasting damage to self-esteem.  Some participants had 
experienced stigma and then discrimination during previous interactions with a community 
mental health clinic and described feeling as though revealing their histories would result in a 
negative outcome.  Steve described feeling as though he had been treated differently by mental 
health professionals following his incarceration.  He said that he was, “used to it and didn’t care 
anymore. I just do what I have to do and get out”.  For many participants experiencing stigma 
and discrimination was expected, however the need for assistance outweighed the risk of this 
negative outcome.  All of the men risked going to the clinics as they believed that they had 
problems that required the support of a mental health professional, yet the participants worried 
that their history of incarceration would influence the services that they would receive.  The 
participants stated at numerous times throughout the interviews that they had wished that the 
focus of the sessions would have been on their health needs, and not on their crimes.  
Unfortunately for many these goals were not their experiences.  Those men, who risked revealing 
their histories, reported that the responses by the healthcare professionals were often negative 
and disheartening.   
This fear of experiencing stigma and discrimination had driven many of the participants 
to conceal their incarceration histories, to withhold information during intake, and then to be 
burdened with fear of discovery.  These negative experiences led participants to maintain a 
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secrecy that was not only distressing, but also may have contributed to the symptoms - anxiety, 
depression, emotional dysregulation, substance use - from which they were struggling to recover.  
Moreover, fears about stigma and discrimination appeared to result in reluctance to seek help 
when needed. James said,  
I try to keep a hush hush on a lot of stuff, but people find out and maybe they’re not fond 
of you.  It’s kinda brought up and before you know a lot of people find out and then 
people treat you definitely differently. 
 
Barriers to treatment. Five themes around barriers to treatment emerged through the 
course of the study.  Each of these themes could be connected to the relationship between the 
participants and healthcare professionals.  The participants described the negative interaction 
with healthcare professionals as a barrier to engagement in treatment.  The participants all said 
that healthcare professionals did not understand their life experiences, and that this lack of 
understanding impaired the relationship and subsequent treatment.  Participants were annoyed by 
the interest and focus on their past crimes and incarceration.  Participants attended community 
clinics for mental health support and they hoped that this support would be the focus of the 
sessions.  Additionally, the healthcare professional’s assumptions of the participant’s treatment 
goals were identified as concerning and distinct barriers to treatment.  These assumptions were 
believed to have resulted from the lack of understanding.  Lastly, encounters that participants had 
experienced with healthcare professionals in the past influenced their thoughts and feelings 
around initiating or engaging in treatment at a community mental health clinic.  The subthemes 
of barriers to treatment are negative interaction with healthcare professionals, lack of 
understanding by health care professionals, focus on past crimes instead of mental health, health 
professionals’ assumptions of treatment goals, and previous encounters with health care 
professionals.  
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 Negative interaction with healthcare professionals.  Positive relationships between the 
participants and the healthcare professionals were identified as a requisite for participants to 
engage in treatment.  The participants identified respectful and open communications with the 
healthcare professional as key to this relationship.  Discussion of this experience was the first 
topic to be shared by each of the participants.  The participants were able to share their 
experiences, both positive and negative while communicating with healthcare professionals.  
Each man spoke of the verbal and non-verbal communication approaches that he had 
experienced and ways these interactions had affected him. The effects of poor communication 
had threatened the existence of the relationship itself.  The participants all stated that the way in 
which they were spoken to was a determinant in engagement in treatment.  Some stated that if 
they experienced a negative interaction they immediately chose to leave, some concluded their 
business at the clinic as quickly as possible, while others reacted with anger or aggression. Chris 
stated,  
 Just too pushy, too - raising their voice or whatever.  They get a little too aggressive 
towards you and it’s just like, what the f*** you doing dude.  And it starts getting my 
walls back up and I start getting aggravated.  You feel disrespected. 
 
Some participants alleged that the healthcare professionals used the correct “tag words” 
but were incongruent in their actions.  Participants described feeling as though the healthcare 
professionals knew that they needed to provide services but were not interested in hearing what 
the men had to say.  Chad suggested that actions spoke louder than words, but that words were as 
harmful as actions.  During Chads interview he spoke quite eloquently of his experiences at 
community mental health clinics.  He described a situation with a nurse and indicated that the 
way he was spoken to had such a negative effect on his experience.  Chad relayed feeling as 
though he was not welcome, and the nurse thought his problems were trivial.  He stated that he 
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had the impression that he was not worth her time.  He reported feeling self-conscious and 
embarrassed.  He doubted his decision to attend the clinic. Chad said,  
Words can mean so much and on the other hand they are actually quite meaningless.  I 
would rather be deaf than blind.  Then there is tone-how it all comes out.  It sets off 
stupid thoughts into another person’s mind.  
  
The men spoke of the way they were welcomed to the clinics and the subsequent 
interactions between themselves and the health care professionals.  Words and phrases that the 
participants used to describe their perceptions of the healthcare professionals included rushed, 
pushy, disinterested, aggressive, there for a paycheck, better than me attitude, and just going 
through the motions.  The participants shared feeling unwelcome, judged, embarrassed, angry, 
self-conscious, disrespected, and dismissed. Devon said,  
He just brushed me off.  He just asked me the questions.  Seemed really disinterested. It 
left a really bad taste in my mouth.  He seemed to just go through the motions and send 
me out the door. It kinda pissed me off to be honest.  I finally reached out to get some 
help and he said I didn’t need any follow up.  I’d just been in the psych ward for a suicide 
attempt. 
 
While all of the participants were able to identify negative interactions, they also were 
able to describe positive communications with a healthcare professional.  Largely the difference 
was attributed to feeling as though the participants had been heard.  They needed to feel as 
though the health care professional had listened to their concerns and understood before they 
would engage in treatment.  Listening conveyed an interest in the person, his struggles, and his 
hopes for recovery.  Listening was a requisite for relationship building; and the relationship was 
required for treatment. James said,  
Don’t get me wrong – there are some good ones that really listen and are on your side – 
and you can tell that.  More than anything I think they really listen to you and were on 
your level.  Um they didn’t give you answers.  You just get this feeling like you are 
comfortable and that you can say stuff to them that you wouldn’t say to other people and 
you can tell that they are genuine – their concern is genuine. They will listen to you. 
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Participants linked not listening to disrespect or a dismissal of their feelings.  These men were 
sensitive to disrespect and noticed word choice, tone, body language, presence, and the types of 
questions that were asked.  Derrick said “I can read body language too. Don’t assume I don’t 
notice the way you look at me or the words you use.”  Steve shared that he was aware of the 
differences in communication styles between someone who “cared and wanted to help” versus 
someone who was “closed off and didn’t understand”.  Steve said that he noticed their body 
language, the way that they reacted to him, the way they looked at him, and the way they talked 
to him.  
Lack of understanding.  A lack of understanding by healthcare professionals was a 
significant barrier for participants to access and receive mental health treatment.  The 
participants were acutely aware that healthcare professionals did not have the same life 
experiences and could not have the same perspectives, as someone, who had a criminal history.  
For many participants, the idea that professionals were making judgements on treatment goals 
when they did not understand what someone had lived through was a significant barrier to 
treatment.  
We were talking about my violent nature, past incidences; there was a thing of me and my 
dad getting into it and it was brought up both of us were guilty and violent.  I was honest 
with him about how I felt and he just thought it was crazy because he wasn’t brought up 
around that – so if you’re not, you’re going to think it’s crazy.  
 
The participants were very sensitive to this difference and insisted that the difference in 
perspective must be acknowledged to develop respect and trust.  This acknowledgement was 
connected to understanding.  Steve suggested “It would be like me telling you how to do your 
job or what you need.  I don’t know anything about you.  You don’t know anything about me.”  
The participants asserted that healthcare professionals must understand the diversity in a person 
with a history of incarceration, and that professionals not pretend to know what it has been like 
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for these men, as most healthcare professionals cannot share these experiences.  Honesty and 
acknowledgment of this difference conveyed respect and was important to establish therapeutic 
rapport.  Chris was angry with an experience, where he felt as though the healthcare professional 
was treating him according to what was taught in school because she did not understand.  He 
stated that books did not have the answers for his problems and that his life was real, not a story 
in a textbook. Chris shared,  
They are more about the books or whatever.  So I just told them, I say, how ‘bout you just 
worry about your books while I worry about my own addiction I guess.  They are all by 
the books…you think you know me… just because a book told you that?  You just think 
you know me.  You don’t know me; you don’t even know where I’ve been.  You don’t 
know what I’ve done. 
 
This outward recognition of differences supported the development of the therapeutic 
relationship.  The participants needed to be recognized as individuals with individual problems 
and experiences.  The participants attributed active listening to demonstrating a desire to 
understand the other person’s point of view.  John described feeling as though he was not given 
the opportunity to explain his circumstances and to talk about what happened in his life that led 
him to a brief period of incarceration.  He stated that he felt as though “he had been painted with 
the same brush” and was just “another typical criminal” who had come through the clinic doors.  
John was disappointed that the nurse had not taken the time to learn about his life and his 
circumstances, as an individual.  The participants overwhelmingly acknowledged a desire for a 
greater empathic understanding and wished not to be identified by their histories.  Additionally, 
they described disappointment in healthcare providers within the mental health system, as 
participants had expectations that empathy and nonjudgmental behavior was central to 
professional roles.  Participants suggested that although the healthcare provider could not truly 
know this person’s experience in living with a history of incarceration, they hoped that 
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healthcare professionals would at least try to understand ways that struggling with a mental 
health problem had further complicated their lives.  
Focus on past crimes instead of mental health.  Participants struggled with the 
healthcare providers’ interest in their criminal history.  Participants became quite frustrated when 
they talked of healthcare professionals, who had asked about incarceration, when in the eyes of 
the participant, incarceration was not relevant to their presentation at the community mental 
health clinic.  They described feeling as though more interest was placed in what they had done 
to become incarcerated than in the reason that these men had come to a mental health clinic. This 
interest in incarceration and criminal history was considered “prying” and not relevant to the 
treatment that these men were seeking. The participants wanted to leave their incarcerations in 
the past, however they felt that with the inquisitions that they endured by healthcare 
professionals that this would never happen. Steve said,  
They are more interested in knowing about the crime but that’s not why I’m here for I’m 
here to get help.  Sure, sometimes they need to know about stuff but look at my problems, 
not at what I’ve done. 
 
Some participants considered this questioning a breach of privacy and as a result were angered.  
One participant found this fascination with the crime as intrusive and dismissive.  Jack said he 
had come to the clinic for help with his medication, yet the clinician was more interested in his 
crimes.  He stated that he had already dealt with his crimes with the courts he did not want to do 
this at the clinic as well. Jack said,  
When they ask me about jail I feel put on the spot. They question me. I wonder how the 
information that I was in jail even got to them in the first place. Its privatized information 
that I was incarcerated. It wasn’t on Global News. It feels like they are judging me.  They 
just keep bringing it up. I’m not usually the one who brings it up – not after the first time. 
They just question me – why were you in jail this time? 
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Participant’s described the healthcare professionals change in demeanor once a history of 
incarceration was discovered.  Chris stated that the attention moved away from his mental health 
needs to an inquisition surrounding his reason for incarceration.  
They always just ask you, what were you in for?  What were you in for?  It’s like, does it 
really matter?  I’m here for a reason.  Doesn’t mean you have to know every Tom, Dick, 
and everything about me.  I just said it’s none of your damn business.  It just seemed like 
they tried to dig it out of me, for some odd reason.  It’s just weird.  It was too pushy. 
 
The focus on history of crime and incarceration left many participants feeling invalidated and as 
though they would not be able to move away from their histories. This inappropriate focus was a 
barrier to treatment.  
Assumptions of treatment goals. Eight of the nine participants stated that they felt that 
the clinic had a preset agenda for treatment that did not involve identification of individual need.  
The participants claimed that this belief was a barrier for treatment.  Steve stated, “They tell me 
what their counselling is for and there is never anything that would really focus on what I need.”  
Steve went on to explain that when he advocated for different services the clinician suggested 
that he sought assistance elsewhere.  He reported feeling confused and frustrated as there were 
not many options for services in his community.  Many participants attributed a lack of 
understanding to the assumptions around treatment goals.  Individualized care was not realized 
when the participants needs were not identified and understood.  Participants suggested that 
healthcare professionals had pre-conceived notions as to the treatment required or the problem 
for someone with a history of incarceration. James stated,  
A lot will ask you what is bothering you.  How did you get here?  So you tell them what 
the deal is and then they kinda give you their opinion rather than listening to what you 
have to say. They say this is what you should do.  This is why you feel that way.  That’s 
bullshit, they don’t know what’s in my head.  That’s always been the thing.  That’s why I 
won’t go back.  Even if I’m really sick.  I just stay home and suffer through it because I 
ain’t goin’ back there. 
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Additionally, participants reported feeling pushed into treatments, which were not related to the 
problems that they had presented to the clinician.  Chris described an interaction where he left 
the clinic feeling dismissed, judged, and pigeon-holed. Chris said,  
All they wanna do keep pushing toward something else that you are not asking for.  Like 
I go in there saying I got, I’m suffering from depression about, ‘cause well I lost my kids, 
I lost everything.  Then they start getting into the – well have you been using drugs and 
alcohol? 
 
The participants were experts in their lives; they recognized some of their challenges, but 
felt as though they needed the assistance of a healthcare professional to identify their specific 
problems or diagnoses, make improvements, and ultimately recover.  Many described feeling as 
though it was a struggle to secure the assistance that they felt they needed and deserved.  
Prior encounters with healthcare professionals.  Participants’ prior experiences with 
healthcare professionals were a barrier to health care if they felt judged, disrespected, or 
demeaned.  The participants emphasized that asking for help was difficult; however, asking for 
help when a person has experienced discrimination and judgement was agonizing.  This 
experience was likened to being bullied.  Chad spoke of ways that he continued to struggle when 
he asked for help ten years after a negative encounter.  He laughed nervously as he talked about 
this experience and appeared ashamed that the experience was still in his thoughts. Chad said,  
It makes a difference – you do remember being bullied.  The name calling- there’s two 
different kinds of people in the world – it’s a tough one girl.  It just sticks with a guy.  I 
know I have a hard time letting go.  It can go on for years.  The lasting impression of 
someone not liking me, calling me a name.  It took years to risk going and getting help 
again. 
 
Three participants spoke of being treated differently by “people on the streets”, but the idea that 
the poor treatment was coming from people who had “claimed to have devoted their lives” to 
helping people, was troubling.  In these discussions the messages of disappointment and 
abandonment were prominent.  For some these experiences have had lasting effects on future 
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engagement.  James shared an experience that he had with a mental health clinician many years 
earlier and spoke of the accusation that this person had made, saying that James was possessed 
by the devil.  James stated,  
I’m pretty religious in my own way - I love Jesus.  That messed with me. That was a hard 
thing to get over.  It starts with a few nurses and maybe a bad doctor.  Sometimes it can 
feel demeaning and then you get resentment towards the whole system. 
 
Steve spoke of how his past experiences influenced ways that he thought about the 
mental health system.  He described losing faith in the system and those people, who worked 
within the system.  Steve shared his experiences with judgment and discrimination by a 
healthcare professional.  He expressed feeling cautious when interacting with new healthcare 
professionals and stated, “I think it changes you.  Gives you a different feeling, it makes me 
judge them or feel weary of what I’m going to say to somebody.”  These negative interactions 
were at times experienced as traumatic and resulted in diminished trust and respect for healthcare 
professionals.  The lasting effect of breaching trust in the therapeutic relationship was identified 
as a barrier for participants to accessing mental health services.  
Judgment by healthcare professionals.  Experiencing judgment by healthcare 
professionals was common to the participants.  The participants shared their emotional stories of 
feeling judged prior to having an opportunity to reveal their true selves, their worries and fears, 
and their hopes and dreams.  A topic that emerged within the discussion of judgment was the 
importance of feeling valued, respected, and cared for.  These participants suggested that 
judgment by healthcare professionals did not support positive feelings, instead the judgment had 
negative and hurtful consequences.  For some this judgement was a source of intense anger, and 
the discussions appeared to re-open old wounds.  Through telling their accounts of their 
experiences of judgment, the participants revealed what judgment meant for a man with a history 
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of incarceration and mental health needs. Subthemes that were identified included judgement for 
past crimes, dehumanization, judgment based on appearances, and labelling.  
Judgement for past crimes.  Participants declared that incarceration was not their 
problem.  These participants had accessed services for concerns related to depression, 
schizophrenia, substance use problems, and the like.  The men asserted that they were not treated 
as though these mental health issues were their primary issues, but instead that incarceration and 
criminal activity of the past were more important issues to examine.  Participants described 
frustration with not feeling recognized as people, who had individual needs that were unrelated 
to criminality; to many this judgment conveyed a sense of disrespect.  The men had hoped that 
their individuality would be respected and that questions around the nature of the crimes and 
incarceration would be limited.  John needed healthcare professionals to focus on his identified 
problems and not pass judgment as to what they found interesting.  John said, “I felt that like if 
you’re going to assess me and you see that incarceration isn’t the problem then you don’t address 
nothing other than- than what you should be.”  Later in the interview John described feeling 
judged and compared to other people that the healthcare professional may have seen previously.  
He had expected to be treated as an individual, however he described feeling as though he was a 
“typical criminal” and “they pretty much treat you the same with no discretion or whatever”. 
John stated,  
It was like I was just another person that they have in their office – they don’t give me the 
benefit of the doubt to explain anything really. They’ve seen these guys come out of jail 
before, some of them may have been institutionalized, or have this problem or that 
problem or whatever. 
  
Many of the participants expressed regret and remorse for their criminal activities and 
reported feeling as though they had already paid the price for these mistakes.  Throughout the 
interviews the men expressed an intention to move towards a better future.  The participants 
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claimed to experience judgement for their past crimes, while at the community mental health 
clinic.  They reported feeling as though healthcare provider interactions, repeated questioning 
around incarceration and past crime, assumption of goals and treatment needs, and a general lack 
of care or concern for their current situations, left them feeling judged and stuck to their history.  
Chris said, “It feels like your charges kinda follow you around for the rest of your life.” Often 
these men felt that they were defined by this history of incarceration despite their incarceration 
being a small part of their whole self.  
Dehumanization.  Many participants spoke of wishing to be able to educate healthcare 
professionals on the importance of understanding that people with incarceration histories are the 
same as other people.  The participants alleged that many healthcare professionals treated men 
with a history of incarceration as though they were not members of the community and they were 
in some sense different than everyone else.  Two participants hoped to be treated “like a human” 
another two participants wanted to be spoken to as if they were “a normal person”.  By asking to 
be treated as human, these men revealed the ways that judgement had resulted in feelings of 
worthlessness and being unimportant in the world.  A few of the participants reported having 
difficulty in mental health settings, where they felt that they had to persuade healthcare 
professionals that they had a legitimate mental health concern and questioned whether “normal 
people” had to fight so hard to get help.  Steve said,  
You can never get passed it.  People keep bringing it up.  They think they know you, they 
think they know what jail is.  They don’t.  They don’t listen. They make assumptions. We 
just need to get them to understand and know that we are the same as people, who have 
only been on the outside.  With or without a criminal history, everybody has issues.  I 
think that’s where the judgment comes from sometimes.  
 
Judgement based on appearance.  Participants spoke of feeling dismissed and felt as 
though they had been labelled as criminals before they had been given a chance to speak.  Three 
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participants shared feeling of being judged as soon as they walked through the clinic doors.  
Many of the participants were accustomed to judgement and discrimination.  Anger was a 
common emotion displayed, as these men articulated feeling judged prior to having had the 
opportunity to tell their stories.  Some reacted with anger; others were apathetic, while some 
were discouraged. John said,  
I just didn’t feel that I was treated right even by the way that I appeared maybe.  I think 
they often look at you as just being your typical criminal.  So for me even something as 
simple as having a tattoo on my neck, or the way I dressed.  
 
Chris shared,  
 
They automatically jump on assumptions.  Oh, this guy is skinny, he’s a drug addict. All 
right, they automatically judge you before you get a chance to speak.  A lot of them do 
that.  Just cause of the way I was dressed or something, I don’t know, or because I have 
tattoos.  I don’t know.  They automatically judge you before they even know you.  
 
Labelling.  Unkind, insensitive, or intolerant treatment or remarks had a powerful and 
negative impact on these men.  The participants described feeling labelled because of their 
histories and then feeling judged and disregarded.  James talked about coming from a small 
community where everyone knew who he was.  He reported being labelled as a “badass” and he 
disclosed that this label was hurtful and based on things he had done as a young man.  James did 
not consider himself to be a bad person but indicated such labelling affected how he thought 
about himself and influenced his will to risk trying to change.   
It goes back to that guilt on yourself and dislike on yourself.  It kind of brings you down 
and puts you in the attitude of what the f*** eh.  A lot of it is being misunderstood.  And 
when you are kinda over here and everybody else seems to be over there.  And you’d like 
to be there but the way I am is maybe I don’t belong over there so I’m just not even going 
to go try it. 
 
For Chris, labelling was a particularly demeaning experience.  Numerous times throughout his 
interview, Chris referenced the experience of judgment and labelling.  Chris explained that he 
had experienced judgment many times in his life, while trying to get support, and he described 
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the ways that judgement and labels had negative consequences in his life.  He described lost 
opportunities, misdiagnosis, assumption of need, and absence of treatment.  Anger and 
frustration were evident in his language, but he also revealed feelings of loss, hopelessness, fear, 
and misery.  Chris desperately wanted to be heard and wanted to be treated with respect.  He 
said,  
So more people that would actually pay attention to what a person has to say before they 
judge, then I’d be frickin’ awesome.  Just everybody is …I’m just sick and tired of the 
way people judge.  Everybody judges.  Judge, judge, judge.  Oh, this guy is walking, he’s 
homeless.  Maybe the guy just likes walking.  But automatically everybody judges.  Gets 
to a guy.  I’m telling you, you hate the way people stare at you.  It just f***ing f***s with 
your head.  Pardon my language, but seriously!  
 
Summarizing Emergent Themes 
 
The participants of this study generously shared their experiences of accessing 
community mental health services following a period of incarceration.  Themes and subthemes 
emerged through thoughtful and reflective consideration of the meaning behind the language and 
emotions that were expressed by the participants as they shared their stories.  Accessing 
community mental health services was a risk that the participants experienced.  Potential 
outcomes were troublesome and weighed heavily on each person as he made his decisions to ask 
for help.  Barriers to treatment were associated with the relationships between the participants 
and the healthcare providers.  Negative interaction with health care professionals, lack of 
understanding by health care professionals, their assumptions of treatment goals, the focus of 
interactions, and prior encounters with healthcare professionals shaped this relationship and 
determined engagement outcomes.  The participants collectively conveyed ways that the 
negative experiences of judgement with healthcare professionals had been particularly damaging 
and resulted in a reduced trust and respect for the health professionals and the healthcare system.   
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The information gained from this study has provided insight into the experiences of these 
nine participants.  The themes and subthemes that were uncovered may provide direction for 
improving mental health services and experiences for men with a history of incarceration as they 
access services.  The implications for improving mental health services will be explored further 
in the discussion chapter.    
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Chapter 5: Discussion 
The criminal justice system includes a large and distinct population of people, and 
according to Pope et al., (2013) researchers must learn to focus on the challenges faced by 
individuals as they transition from correctional facilities to community settings.  The findings of 
this research project provided insight into the lived experience of men, who have accessed 
community mental health services following a period of incarceration.  Hermeneutic 
phenomenology was used to unveil the concealed meanings; analysis and interpretation led to an 
increased understanding of these experiences.  Listening to the experiences of the men, who were 
interviewed for this research project, provided opportunities to hear their stories, and recognize 
the significance that these experiences have had upon their lives.  Through this process a richer 
and deeper understanding of this human phenomenon emerged.  Several essential themes and 
sub-themes characterized the phenomenon.  
The discussion in the chapter that follows is divided into sections, which are related to the 
major themes identified during the analysis.  Each theme contributed to the overall essence of the 
experience of accessing community mental health services following incarceration.  
Descriptions, as shared by participants in this study, have been used to uncover the main themes 
of risk in accessing mental health services, barriers to treatment, and judgment by health care 
professionals.  Reflection on the experiences voiced by the participants will be discussed along 
with the interpretation of ways that this knowledge may be employed to understand the 
significance of these experiences.  The dialogue was probed for meanings to explore the 
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implications of the experiences of these men in relation to nursing practice and education, 
program planning, and policy development.  The experience of role conflict for the nurse as a 
researcher will be discussedy.  Next recommendations for future research are provided.  Lastly, 
strengths and limitations of this study are examined. 
Implications for Practice 
The researcher reviewed literature related to psychiatric nursing, nursing in general, and 
non-nursing disciplines to better understand and discuss the themes identified.  To improve 
practice in nursing care for men with an history of incarceration, the topics of recognizing and 
managing vulnerability, matching nurse expertise with client acuity, respecting the therapeutic 
relationship, the therapeutic use of self, and creating the therapeutic relationship will be 
presented.  Additionally, considerations for practice and education improvements related to the 
therapeutic relationship will be introduced. 
Recognizing and managing vulnerability.  Understanding the concepts of vulnerability 
and vulnerable populations is essential to nursing practice.  Individuals with a history of 
incarceration and mental illness represent a socially excluded group of people with higher levels 
of health needs when compared with the general population (Dooris, McArt, Hurley, & Baybutt, 
2013), and therefore may be considered a vulnerable population.  Individuals, who are 
considered vulnerable by society and the health care community, are at risk of being stigmatized 
and subjected to discrimination by those charged with meeting their healthcare needs (Peternelj-
Taylor, 2003). 
Nurses need to apply critical perspectives to the concept of vulnerability, so that a more 
holistic understanding of vulnerability is formed for the discipline of nursing (Tomm-Bonde, 
2012).  Recognition of alternative views of vulnerability may provide an opportunity to consider 
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clinical practice interventions with vulnerable populations, such as those persons with a history 
of incarceration. Contemporary nursing education must broaden nurses’ understandings of 
vulnerability to incorporate ways that social factors shape and sustain vulnerability (Tomm-
Bonde, 2012).  Nursing education, which expands curriculum to include focus on social-justice 
matters, may assist nurses to consider broader issues that influence vulnerability.  Awareness of 
the sources of vulnerability and the role of vulnerability, as a barrier to health care, may assist 
nurses to provide more holistic, inclusive, and considerate care to patients. 
Matching nurse expertise to client acuity.  Providing care to persons with a history of 
incarceration involves a complex set of task, responsibilities, expectations, and demands, which 
is often burdened with dilemmas not often encountered with other clients in the health care 
system.  Evans (2000) suggested that many nurses are mismatched for such specialized work. 
This mismatch may create a barrier to establishing a therapeutic relationship. The knowledge and 
expertise of the nurse must be developed to match the client need.  Without this balance of skill 
and acuity, the nurse is unable to offer the quality of care needed and the client is unable to 
optimize his or her health status (Registered Nurses Association of Ontario [RNAO], 2003).  
Respecting the therapeutic relationship.  The findings of this research have been used 
to describe the participant’s experiences, while accessing community mental health services.  
These men asserted that the therapeutic relationship between the healthcare professionals and 
themselves either promoted or hindered treatment.  Supportive alliances, which involved trusting 
and caring relationships, were essential. The negative relationships experienced were 
characterized by a lack of understanding, not feeling heard or listened to, and feeling judged or 
disrespected.  These results indicate the importance of psychiatric nurses’ awareness of the effect 
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that the therapeutic relationship has on care that is provided to people with histories of 
incarceration.  
Therapeutic use of self.  Healthcare professionals, who practice with persons with 
histories of incarceration, must recognize that quality care is as much an issue of approach and 
attitude as the use of specific clinical techniques (Evans, 2000; Reed & Fitzgerald, 2005).    The 
healthcare professional providing care must be able to recognize and accept the client as a human 
being.  Those professionals, who are unable to resolve their emotions towards, and their own 
position on, criminal behaviour should not become involved in care for persons who are involved 
in the justice system (Evans, 2000).  Those healthcare professionals, who are apt for work with 
individuals with a history of incarceration, must learn to establish the interpersonal relationship 
by employing the therapeutic use of self.  The therapeutic use of self is a process of self-
awareness that is developed through personal growth and development, and interactions with 
others, which governs the therapeutic relationship (Registered Psychiatric Nurse Regulators of 
Canada [RPNRC], 2014).  Establishment of a therapeutic relationship through the therapeutic use 
of self requires reflective practice which, according to the RNAO (2003), involves the nurse’s 
capacity for self-awareness, self-knowledge, and empathy. 
Self-awareness.  Knowing and understanding oneself enhances a nurse’s ability to form 
therapeutic relationships.  Self-awareness involves the process of knowing, questioning, and 
understanding ones thoughts, feelings, and values, to consciously guide care and deliver nursing 
interventions (Eckroth-Bucher, 2010).  Self-awareness consistently has been recognized as being 
an ethical requirement for psychiatric nurses’ professional practice (Registered Psychiatric 
Nurses of Canada, 2010).  Values clarification is one process by which healthcare providers may 
gain self-awareness.  Values clarification would enhance personal and professional growth, 
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contribute to giving optimal care to any patient, and according to Evans (2000) is one method 
that could be used to reduce pretentiousness, decrease defensiveness, and increase self-
confidence as well as improve caring behaviour towards patients.  
Integrating the Johari Window (Luft& Ingham, 1961) into nursing curricula could be 
used to clarify values and to develop a greater understanding of the students’ sense of self.  This 
tool could be used as a framework to understand the concept of self-awareness.  Additionally, 
opportunities should exist for professional nurses to engage in continuing education to expand 
practice knowledge regarding self-awareness, and the role of self-awareness in the therapeutic 
relationship.  Professional development should include nursing consultation, clinical supervision, 
and coaching or mentorship.  Ongoing education related to self-awareness is particularly 
important when nurses are providing care within specialized services, such as with the client who 
is involved with the justice system. 
Self-knowledge.  Self-knowledge involves recognizing what we know, what skills we 
employ, and what limitations affect our ability to intervene (Jack & Smith, 2007).  Nurses are not 
immune to attitudes, beliefs, and stereotypes.  Nurses must recognize the influence that their life 
experiences may have upon their perceptions, therapeutic relationships, and interactions with 
clients.  To be therapeutic, all healthcare professionals must explore their preconceived ideas, 
attitudes, beliefs, and stereotypes regarding persons with criminal histories.  The experiences of a 
man with a history of incarceration and mental health needs may differ greatly from the 
experiences of most healthcare professionals.  The participants reported feeling as though 
healthcare professionals were imposing their beliefs and expectations for treatment upon them 
without considering individual needs.  The RNAO (2003) suggested that by gaining self-
knowledge, the nurse is able to differentiate between his/her own experience and values, and 
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those of the client, to appreciate the unique perspective of the client, and subsequently prevent 
superimposing personal beliefs and preferred treatments upon the client.  This knowledge is 
critical for those healthcare professionals working with people with a history of incarceration.  
Self-knowledge may be realized through a reflective diary, or by enlisting the help of a trusted 
supervisor or mentor in this process.  
Empathy.  The participants in this study longed for acceptance, understanding, and 
respect. They hoped to be treated with dignity and as fellow members of their communities.  
They wished to focus discussions on mental health needs, not incarceration or past crimes.  They 
did not want to be judged. To foster therapeutic relationships, and consequently promote the 
well-being of clients, the nurse must be able to respond empathically.  Empathy involves nurses 
being able to attend to the subjective experience of the client and validate that his or her 
understanding is an accurate reflection of the client’s experience, which according to RNAO 
(2003) will strengthen the bond between the nurse and the client. 
Nursing students need comprehensive educational preparation to help them learn to form 
therapeutic relationships with patients.  Empathy is a skill that can be taught and learned.  Nurse 
educators must remain mindful of incorporating teaching strategies that reinforce empathic skills.  
Lindgren and Oermann (1993) suggested that teaching knowledge and skills is critical to caring 
effectively, and also is needed to foster a positive attitude in the clinician.  Research has shown 
that over time empathy declines among undergraduate nursing students, particularly as they 
spend more time in clinical practice focusing on technical skills (Ward, Cody, Schaal, & Hojat, 
2012).  Active learning modalities such as journaling, video and audio vignettes, small-group 
discussions and mentorship could be used to improve empathy in nurses (Lindgren & Oermann, 
1993).  As a profession, nurses must develop practice guidelines that will support the 
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development of more accepting and tolerant approaches to persons, who have characteristics, 
qualities, and worldviews that are different from themselves. 
Creating the therapeutic relationship.  Nursing, by its nature is relational; through the 
nurse-client relationship nurses gain a deeper understanding and appreciation of the human 
experience.  The ability to establish and maintain a therapeutic relationship with a person, who 
has a history of incarceration, is among the most important competencies required by the 
healthcare professional who cares for this population (Peternelj-Taylor, 2004).  The RPNRC 
(2014) defined the therapeutic relationship as a relationship by which the nurse maximizes his or 
her communication skills and understanding of human behaviour and personal strengths to 
advance the client’s interests, personal growth, and promote health and wellbeing.  The 
participants in this study collectively spoke of knowing if the healthcare professional cared about 
them and their issues.  They were cognizant of the verbal and nonverbal communications of care, 
concern, and acceptance.  All participants decided whether they earnestly would engage in 
treatment based upon the qualities of the initial interactions with health professionals.  All 
outcomes were dependent upon the therapeutic relationship.  Theories surrounding the 
therapeutic relationship were revolutionized by Peplau’s Theory of Interpersonal Relations, and 
her assertion that the relationship between nurse and patient is the core of nursing practice 
(Gastmans, 1998).  Peplau (1992, 1997) emphasized mutual understanding and interrelatedness 
in the formation of therapeutic relationships with patients.  Experiencing stigmatization and 
discrimination has significant impact on the therapeutic relationship and ultimately on the quality 
of health care received by patients.  The therapeutic relationship with a person with a history of 
incarceration could be categorized into six main constructs; listening and being present, 
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conveying understanding, accepting and promoting individuality, being genuine, being 
trustworthy, and demonstrating respect. 
Listening and being present.  The first rule of the therapeutic relationship is to listen to 
the patient; listening is required for understanding.  Kagan (2008) suggested that listening is the 
foundation on which all other therapeutic skills are built.  The word listen was used more often 
than any other word by the participants in this research project.  Participants explained that 
listening conveyed respect and a willingness to consider participant perspectives.  Healthcare 
professionals must incorporate active listening to engage with people.  Active listening 
communicates unconditional acceptance and unbiased reflection of a person’s experience, which 
creates an atmosphere of respect and trust (Weger, Castle, & Emmett, 2010).  When the research 
participants sensed that the healthcare professional was not engaged in active listening, their 
motivation to engage in the therapeutic process diminished.  By engaging in active listening, the 
healthcare professional will be better able to understand and then interpret patient perspectives.  
Conveying understanding.  Understanding is a fundamental element in the development 
of a therapeutic relationship.  Understanding instils people with a sense of having been heard and 
acknowledged.  Participants in this study reported that the experience of not feeling heard or 
understood created a lack of trust.  They described feeling uncomfortable to disclose personal 
information, thoughts or feelings, and for some, not feeling understood led them to self-
censorship out of fear of judgment.  Nurses communicate understanding through non-judgmental 
and supportive responses, thereby facilitating a sense of acceptance and safety (Hunter, 2012).  
Healthcare professionals should seek to understand the whole person, not solely his or her 
diagnosis or current life circumstance. 
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Accepting and promoting individuality.  Healthcare professionals must see patients as 
individual people with lives beyond their collective histories.  Feeling unique is important for 
people to feel valued and respected.  Participants spoke of healthcare professionals responding to 
their needs based on textbook recommendations.  This equated to participants’ beliefs that the 
healthcare professionals were stereotyping, judging, and making treatment decisions for patients 
as a group, instead of as individuals.  Rogers (1962) proposed that unless the primary element in 
the healthcare professionals’ value system was the worth of the individual, health care 
professionals were not apt to find themselves experiencing real caring, or desire to understand.  
Individualized care is realized through knowing the patient. 
Being genuine.  The participants in this research study were acutely aware of healthcare 
providers’ insincerities and incongruences within the relationship.  Genuineness refers to one’s 
ability to be open, honest, and real, during interactions with the client.  Rogers (1962) stated that 
clinicians who were most successful in their interactions with individuals, who presented with 
complex needs, were those who were real and reacted in a genuine, human way as persons, and 
who exhibited their genuineness in the relationship.  When the nurse does not bring the quality of 
genuineness to the relationship a reality base for trust cannot be established.  
Being trustworthy.  Trust is the basis of a therapeutic relationship.  Participants described 
feeling as though healthcare providers were not trustworthy.  They recalled experiences of 
having trust breached by words, attitudes, and actions.  Trust cannot be presumed, trust must be 
earned. Trustworthiness is demonstrated through interventions and interactions that convey a 
sense of warmth, caring, and respect to the person.  Character traits in nursing, which promote 
trustworthiness, include generosity, compassion, patience, honesty, loyalty, fidelity, competence, 
respectfulness, and reliability (Dinç & Gastmans, 2012).  Trust is necessary if people are 
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expected to share intimate details about the private aspects of their lives.  Many participants 
reported difficulty developing relationships in which they felt comfortable enough to trust 
healthcare professionals.  Trust was considered a co-requisite of respect, and was essential to the 
therapeutic relationship.  
Demonstrating respect.  Respect has deep meaning for persons with a history of 
incarceration.  Respect for the person and their experiences, wishes, and integrity drives decision 
making and influences persons’ interactions with the world.  The experiences of feeling 
disrespected destroyed the opportunity for establishing therapeutic relationships with these men.  
The ways in which nurses relate to people in their care is fundamental to their ability to establish 
and maintain therapeutic relationships.  Unconditional positive regard dictates that respect is 
unconditional and does not depend on the behaviour of the client (Rogers, 1962).  One is 
accepted and respected for no other reason than he or she is considered to be a worthwhile and 
unique human being.  Recognition of acceptance and respect as unique individuals on an 
unconditional basis can promote development of the therapeutic relationship.  Nurses 
demonstrate respect by listening to persons stories, displaying concern, and not imposing their 
beliefs or objectives on others (Chiovitti, 2008). 
Considerations for practice.  The development of the therapeutic relationship is based 
on the communication patterns and skills of the healthcare professional. Development of these 
skills requires self-awareness and reflective practice.  Chant, Jenkinson, Randle, and Russell 
(2002) emphasized the importance of relationship development rather than skill learning, and 
suggested that caring and communication were inseparably linked.  These authors proposed that 
nurses could not communicate effectively if they did not care about the patients.  Nurses, and all 
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healthcare professionals, must become more aware of the impact that their communication may 
have on persons for whom they provide care. 
Roberts and Schiavenato (2017) described inclusionary othering as an approach that 
strives to connect through difference and is used for alliance building; it embraces the spirit of 
tolerance and acceptance.  By employing inclusionary othering nurses can engage with patients 
according to individual attributes rather than prejudices and stereotypes, and can come to 
understand experiences without judging or labelling.  Canales (2000, 2010) stated that nurses 
must be able to assume the role of the other and view the world from the other’s perspective.  To 
engage and learn about the worldview of one who is different conveys respect for these 
differences and may allow the healthcare professional to see beyond a crime or label.  Canales 
(2010) suggested that engaging with the client requires self-reflection, which is grounded in an 
understanding of histories, experiences, dreams, and goals.  Participants unanimously expressed 
the expectation that healthcare professionals ought not to judge patients.  Rose, Peter, Gallup, 
and Angus (2011) reported that when nurses were unable to empathize or understand the patient 
as an individual they were unable to inhibit judging.  
To address the most pressing health issues facing people throughout the world requires 
alliances never before imagined and the will not only to reach out across borders but to 
actually pivot the center and stay long enough to learn about the Other from the space the 
Other occupies (Canales, 2010, p. 32). 
 
Considerations for education.  Nursing education provides the foundational knowledge 
required to establish nurse-client therapeutic relationships at the novice level.  All nursing 
programs must include in-depth learning about the therapeutic process, including both theoretical 
content and supervised practice.  Nurses, as part of their initial educational preparation, and 
continuing education must continue to develop skills in effective and therapeutic communication.  
Communication skills training should transcend the barriers between teaching and practice, with 
LIVED EXPERIENCE OF MEN ACCESSING COMMUNITY MENTAL 67 
an emphasis on lifelong learning that continues from nurse education into the clinical setting 
(Chant et al., 2002).  Methods of improving communication skills in nursing could include such 
methods as practicing key communication skills in role-play, self-assessment by recording 
interviews and reflecting on them, attending courses or workshops, and observing skills 
demonstrations using audiotapes or videotapes of actual nurse-patient interactions (Maguire & 
Pitceathly, 2002).  When these skills are appropriately incorporated into nursing practice the 
result is the development of a more meaningful relationship with the patient, and subsequently 
better nursing care and patient outcomes.  
Implications for Program Planning.  
The best clinical results occur when a partnership is created between the client and the 
healthcare professional. Both parties must be mutually responsible for tailoring the treatment to 
the client’s unique characteristics (Laws, Hudson, & Ward, 2000).  A culture of collaboration 
must be employed at the organizational level to support the development of programs that will 
encompass individualized recovery-based treatment for people with histories of incarceration.  
To achieve this goal, organizations must support the adoption of scientifically-evaluated policies 
and practice guidelines, and take action to prevent policies and practices that generate stigma.  
Mental health services for people, who are involved in the justice system must be provided on a 
continuum of care that is initiated at first contact with service providers, such as during 
incarceration, and extends to community reintegration and recovery support services.  
Incorporating an emphasis upon recovery at all levels of clinical care may support a shift away 
from generic treatment and the many dilemmas that arise with this approach to service delivery.  
Promoting recovery.  Overwhelmingly, the participants in this study hoped for recovery.  
They wanted to leave their incarcerations in the past, and be given the opportunity to live 
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fulfilling and meaningful lives in their communities.  Programs designed to integrate recovery 
principles in community mental health settings are necessary to shift the culture of care towards 
a collaborative, patient-centered approach in which patients are implicitly involved in the clinical 
decision-making process in all aspects of treatment.  The concept of recovery has become highly 
influential in mental health policy and nursing practice (Barker & Buchanan-Barker, 2011).  
Recovery has been described as a process that is used to assist persons to live their lives in 
meaningful ways, when provided with the appropriate personal, interpersonal, and social 
resources (Barker & Buchanan-Barker, 2011).  In the recovery model, clients have substantive 
roles in their own care and mental health services must evolve to be client driven.  Nurses can 
foster recovery in a number of ways through supporting hope, engaging and respectful dialogue, 
strengthening the working alliance, and attending to personal strengths (Drennan & Alred, 2012).  
Recovery demands that health professionals think carefully about ways to deliver care in a spirit 
of partnership, respect, and involvement (Simpson & Penney, 2011). 
A recovery model of service is grounded in the idea that people can recover from mental 
illness. Therefore, service delivery must be constructed based upon this knowledge.  As 
organizations strive to incorporate the concept of recovery, new standards are needed to guide 
the development of recovery-oriented mental health programs.  Anthony (2000) suggested that 
recovery-oriented program development must take into account the following components: 
 Design: The mission and outcomes statements must incorporate the language of 
recovery.  
 Evaluation: Methods to identify client outcomes are essential. 
 Leadership: The vision of recovery must be present in the leadership's written and 
public statements.  
 Management: Organizational policies and procedures ensure that each service is 
defined by the concept of recovery.  
 Integration: Policies include the provision of care for all who need and want it 
between various services.  
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 Comprehensiveness: All environments in which a client might potentially function 
are included in measurable outcome planning.  
 Consumer Involvement: Selection and recruitment materials for staff throughout 
the system target consumers and family members for employment and voluntary 
service.  
 Cultural Relevance: The system has policies designed to reflect the culture of the 
population served.  
 Advocacy: Recovery is promoted and holistic understanding of the persons served 
is prioritized. 
 Training:  Training is grounded in the vision of recovery. 
 Funding: Funding is determined by client recovery goals.  
 Access: Policies encourage access to services based on the consumers' goals rather 
than professional preference.  
 
The emphasis on evidence-based practices should create pressure to develop and 
implement these program standards.  Outcomes that are prioritized by clients should influence 
which interventions are developed and implemented.  Development of programs that employ 
evidence-based practice and embrace the theory of recovery in mental health settings for persons 
with a history of incarcerations is complex, and will require reframing of ideas and revision of 
approaches to services delivery.  Issues of organizational structure and commitment, resource 
development, and clarity of the roles and responsibilities of practitioners must be addressed 
before service delivery for this population of people will be successful. 
Providing a continuum of services.  Participant’s spoke of the lack of programming to 
address their mental health needs while in provincial custody.  Additionally the community 
transition process was poorly organized, and in some cases absent.  Participants suggested that 
incarceration exacerbated mental health problems, and lack of services while incarcerated, did 
not prepare them for community release.  In considering the diverse needs of the persons 
following incarceration, systemic barriers must be addressed that create disparities in access and 
utilization of services.  Kirby, Goldbloom, and Bradley (2012) suggested that progress has been 
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made in building capacity to deliver supports and services, but significant shortfalls exist.  The 
quality and quantity of mental health service provision in provincial correctional facilities must 
be addressed. 
Mental health treatment in correctional systems should be equivalent to community 
standards.  Substance abuse, psychological, psychiatric, and emergency services are important 
aspects of mental health treatment.  Mental health services must be designed to address the needs 
of the persons for whom they are meant to provide care, and are best structured in a manner that 
allows access according to level of need.  According to Livingston (2009), each institution 
should have a mental health team able to prioritize mental health services.  The team should be 
comprised of representatives from psychology, nursing, and addictions, who are legally qualified 
and professionally competent to deliver such services.  Healthcare professionals should be 
appropriately registered and licensed with a Canadian provincial authority. 
Provision of services will positively influence people’s functioning in all areas – work 
productivity, family stability, health, and quality of life while in custody, and once released into 
their communities.  In correctional settings integrated services must bridge the gap between 
mental health, addictions, and corrections to provide seamless service delivery, efficiency of 
care, and improvement in patient outcomes.  Criminal justice settings infrequently are part of an 
integrated approach to service delivery, and according to Pimlot Kubiak, Zeoli, Essenmacher, 
and Hann (2011) this omission is of particular concern to communities interested in improving 
service integration and collaboration across systems.  Access to mental health services, 
regardless of the location, is imperative to improved health outcomes. 
The fiscal and human resources, needed to support this population, strain the capacity of 
any one ministry to deliver the required services, however according to (Livingston, 2009) lack 
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of resources never is justification for failure to provide timely access to necessary services.  The 
mental health needs of persons in custody must be considered when planning resource allocation 
as these people may be more likely to require more interventions and service than those persons 
without mental health or addiction needs.  In order to achieve this standard of care, resources 
must be allocated to support baseline service needs in provincial correctional facilities in Canada. 
Implications for Policy 
While policy and practice standards must be established to provide mental health services 
for people with a history of incarceration, no single blueprint is available for creating a perfect 
system.  Better integration and coordination of services urgently is needed to promote practice 
that will improve individuals’ health outcomes both while in custody and upon release to their 
communities.  Collaborations, partnerships, and communication among professionals and 
agencies are critical for system integration (Livingston, 2009).  Given the shared responsibility 
across sectors to address these needs, interdisciplinary mental health care teams must collaborate 
with other institutional resources to provide a holistic and coordinated response for persons with 
mental health issues.  This goal will only be realized if government and related agencies 
recognize and mandate such policy direction.   
Determinants of mental health and crime.  Understanding the comprehensive needs of 
individuals, whose lives have become enmeshed with the criminal justice system, requires an 
understanding of both the individual and social determinants of health, which are associated with 
mental health, mental illness, and illegal activity.  Such an understanding provides for greater 
opportunities for the development of interventions and policies that may be effective at 
promoting mental health, preventing crime, and reducing the risk of repeat offending among 
those with a mental health needs.  
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It has been said that all wars begin long before the first shot is fired. So it is with crime. 
The causes of crime are not to be found in the justice system. They arise well before. And 
so the solutions cannot rest on the justice system alone. The social determinants of crime 
are broadly similar to the social determinants of health (Gordon, 2010, p. 1).  
 
CIHI (2008) indicated that many of the factors that are protective against criminal 
activity are also protective against mental health problems.  Mental health can be influenced by a 
number of determinants of health, including individual, physical, social, cultural, and socio-
economic characteristics.  The three most significant determinants of mental health are social 
inclusion, freedom from discrimination and violence, and access to economic resources 
(Mikkonen & Raphael, 2010).  The individual and broader social determinants of mental health 
and involvement in criminal behaviour are numerous and interrelated (CIHI, 2008).  Policy 
cannot be set without taking care to address those factors, which are considered the determinants 
of health. 
The effect of stigma and discrimination for persons with a history of incarceration has 
been established.  These men described these experiences as being barriers to accessing mental 
health care. These experiences have negatively influenced these men’s health and well-being. 
Persons, who are involved with the justice system, are at higher risk of violence than the general 
public, and that violence is a pervasive feature of incarceration (Wolff, Blitz, Shi, Siegel, & 
Bachman, 2007).   
Participants reported an intense frustration with the lack of financial, housing, and 
employment support upon release from custody.  All people need access to income, health care, 
housing, transportation, and other essential resources.  Participants spoke of having to “start 
over” with nothing.  Many of these men did not qualify for socially funded assistance programs, 
and were left without options for financial aid.  Three men spoke of feeling as though they had 
no choice but to return to illegal activity to obtain money for food and housing.  Limited access 
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to economic resources has affected these men.  Government must consider revisiting policy 
surrounding funding support for persons following release from custody to address this problem.  
Social exclusion refers to specific groups being denied the opportunity to participate in 
community life. Mikkonen and Raphael (2010) proposed that this exclusion was attributed to a 
range of social problems, including crime.  As a result of limited economic means and 
experiences of stigma and discrimination, these men described feeling excluded from their 
communities and stated that they did not have the opportunity to experience the benefits that 
inclusion may have offered.  From a mental health prospective, the most significant determinants 
of mental health are not being met for this population, and the result is a negative effect on their 
health and ability to successfully re-integrate into their communities.  Health authorities and 
policymakers must direct attention to existing inequities in access to health care to identify and 
remove these barriers. Legislation, public policy, and government programs must be designed to 
narrow mental health disparities, promote mental health equity, and support good mental health 
for all Canadians. 
Research to support policy change.  Fundamental social questions need to be examined.  
Further investigation into the ways in which stigma, that is related to incarceration, complicates 
community reintegration is needed.  Additionally, research is essential to specifically investigate 
those interventions that are most effective in reducing stigma for persons with a history of 
incarceration.  The attitude of society helps to set policy. Societal attitude is influenced by 
knowledge.  Crocker et al. (2015) proposed that the problem with policy making, public 
discourse, and media coverage has resulted from ineffective knowledge transfer from the experts 
in the field to decision makers and the public.  These authors suggested that public 
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communication skills and training among experts as well as communication and collaboration 
between agencies must be improved to support change. 
Improving the health of populations involved in the correctional system requires more 
research, as well as new programs and policies.  Evaluation studies are needed to determine the 
types of programs that are most effective in linking people to services to support reintegration 
into their communities once they are released.  This research will help mental health and 
correctional agencies to make better informed decisions around public policy and program 
funding. 
Nurse-Researcher Role Conflict  
The interpersonal connection between a psychiatric nurse and the client is the spirit of 
psychiatric nursing.  Engaging in the relationship with the research participant requires 
involvement in an interpersonal connection; it is necessary to engage in active listening, and to 
be respectful, genuine, and empathetic.  The relationship between the researcher and participants 
is of key relevance to nurse researchers.  The role of nurse researcher is fraught with issues that 
challenge the essence of nursing practice and the guidelines surrounding reflexivity in qualitative 
research.  A nurse therapist must engage in a close interpersonal relationship with people, who 
experience stress, pain, and suffering. To be effective, nurses must notice and intervene, when 
others are struggling with painful emotions.  In the researcher role one must work to maintain 
impartiality to reduce researcher bias and influence on participants, data collection, and analysis.  
During data collection this nurse researcher was challenged to remain in the nurse-researcher 
role and avoid the nurse-therapist role. 
The qualitative researcher should engage in continuous self-critique and self-appraisal 
and explain ways that his or her own experience has not influenced the stages of the research 
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project (Koch & Harrington, 1998).  Reflexivity is the process whereby the researcher evaluates 
the self as the data collection instrument and analyzes the influence of personal and professional 
values, beliefs, and experiences that impinge on the research (Jack, 2008).  Arber (2006) asserted 
that the use of reflexivity in qualitative research facilitates the process of examining the impact 
of the nurse-researcher on all aspects of the study process and the collected data. Nurse 
researchers must be mindful of internal and external responses, while maintaining an awareness 
of the relationship with the participants and the research itself.   
During this research project, participants exhibited distress while discussing their 
experiences accessing community mental health services.  As a nurse, instinctually I wanted to 
respond to ease suffering; as a researcher I was cognizant of my responsibility to listen and 
collect data without distorting the data collection process.  Issues surrounding the desire to 
respond to study participants are difficult for nurses, and the experience of assuming impartial 
data gatherer acutely challenges nurses’ professional code of practice (Johnson & McLeod 
Clarke, 2003). These authors suggested that this difficulty was derived from the nurses’ 
experiences of being trained to relieve suffering.  In this experience, not responding to the 
suffering of the participants seemed callous and uncaring, and potentially reinforcing of the 
negative experiences that these men had encountered with mental health professionals.  Struebert 
and Carpenter (2011) proposed that persons and their perceptions are a sum of their experiences, 
which cannot be separated. Therefore it is impossible for a researcher to eliminate all personal 
bias and influence on the research process.  Hobson (2004) suggested that if the nurse in the 
researcher cannot be removed, than this skill should be utilized rather than concealed. As well, 
nurse researchers should practice mindfulness to maintain awareness of personal influence on the 
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research process.  Journaling could be incorporated to identify and reflect upon personal beliefs 
and biases (Koch & Harrington, 1998). 
Researchers influence and are influenced by the experience of engaging in research 
(Hand, 2003).  Through the experience of engaging in qualitative research, nurses will come to 
understand and appreciate the phenomena that they investigate and the reality of the phenomena 
to the participants.  This experience will affect nursing practice.  Role conflict need not be an 
issue if the nurse researcher is able to rationalize the benefits of nursing attributes in the research 
process (Colbourne, & Sque, 2004).  Nurse researchers may come to recognize the power that 
nursing care and interactions have on clients.  This understanding may challenge the professional 
nurse to question the meaning, influence, and interpretation of practice for the patient.  This 
understanding could be the catalyst that is used to cultivate improved nurse-patient relationships 
and overall nursing care. 
Limitations of Research 
Limitations of the study included participants’ potential accuracy in recalling past events, 
participants’ potential concern for presentation of self, and the context-specific nature of this 
study.  These results depicted the experiences of these particular nine men.  Additionally, only 
two participants were of Aboriginal heritage, when statistically Aboriginal adults account for one 
in four admissions to provincial/territorial correctional services (Reitano, 2016).   
Recommendations for Future Research  
 
This study provided new insight into the experiences of men accessing community 
mental health services following a period of incarceration.  Recommendations for future research 
include study of experiences of females with a history of incarceration accessing community 
mental health services, and researching the experiences of people accessing mental health 
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services while in custody.  Additionally, research surrounding healthcare professional’s 
experiences in providing care to this population is warranted.  Researchers should investigate 
barriers to developing therapeutic relationships and issues that potentially influence the attitude 
towards and the treatment of persons with a history of incarceration or criminal behaviour. 
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Chapter 6: Conclusion 
Multiple forms of stigma and discrimination, based on involvement with the criminal 
justice system, can interact with the stigma associated with mental health problems in complex 
ways.  Limited research is available on stigma affecting persons with mental health needs and a 
history of incarceration (Mezey, et al., 2010), and barriers to accessing community mental health 
services for this group of people has received little research attention (Baillargeon et al., 2010).  
Examination of barriers, which may interfere with an individuals' ability to access mental health 
care, provides important information to assist nurses and other health professionals in developing 
and providing timely, appropriate access to community mental health services.  In order to 
develop adequate resources for this population of people, their experiences first must be 
understood      
Hermeneutic phenomenology as research method was used to answer the research 
question:  What are the lived experiences of men with a history of incarceration as they access 
community mental health services?  Nursing theory developed through a phenomenological 
approach reflects the reality of nursing practice, which is complex and situational (Dowling, 
2007).  Hermeneutic phenomenology is employed to examine personal lived experience, the 
meaning of the experience to participants, and ways that participants make sense of that 
experience (Finlay, 2014).  Men with a history of incarceration were interviewed to gain a rich 
understanding and knowledge of their experiences while accessing community mental health 
services.  Van der Zalm and Bergum (2000) stated that understanding values the individuals and 
the nurse-patient relationship, while embracing a holistic approach to the person is key.  The 
knowledge gained through this research study will serve to shape nursing practice, theory, and 
education, as well as inform the overall development of community mental health services for 
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men with a history of incarceration.  Ultimately this knowledge has the potential to lead to more 
meaningful patient care.  
The findings from this study revealed numerous negative outcomes that were experienced 
by men at the hands of health professionals who have declared caring and understanding as the 
forefront of practice.  The men described feeling vulnerable, mistrustful, frustrated, and 
discouraged by repeated encounters with healthcare providers.  Healthcare providers failed to 
listen, failed to empathize, and failed to acknowledge the participant’s uniqueness.  This study 
gives voice to detrimental patient experiences that need to be addressed.  The participants 
graciously shared their stories, and reflection and interpretation of meanings in their dialogue led 
to the identification of the themes of risk in accessing mental health services, barriers to 
treatment, and judgment by health care professionals.  As a group, men with a history of 
incarceration present a multitude of challenges.  The health and psychosocial issues that these 
men experience are often complex and multifaceted, and contribute to the difficulties 
encountered in their attempts to engage in treatment, realize recovery, and re-integrate into their 
communities.  Given the magnitude of these intermingled issues, many of these men are at risk 
for multiple and overlapping sources of vulnerability.   
Peternelj-Taylor (2004) asserted that the “ nursing professions’ obligations to caring, 
often touted as the essence of nursing, should not be affected by the fact that those seeking care 
have been charged with, or convicted of, criminal acts” ( p. 131).  Nurses, and healthcare 
professionals overall, have a significant role to play in influencing the health and well-being of 
those people in their care.  To do this, healthcare providers must deliver care in a competent and 
ethical manner.  What remains consistent across the literature is the premise that healthcare 
professionals can develop exclusionary patterns of behaviour, if self-awareness through 
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reflective practice is not realized.  To become self-aware healthcare professionals must recognize 
the effect that their style of caring may have on the patients whom they encounter and upon 
themselves as care providers.  Peternelj-Taylor (2004) asserted that nurses can no longer ignore 
the concepts of stigma and discrimination with persons with a history of incarceration, believing 
they are immune to its consequences simply because they are nurses.  Lawson (2005) in her 
discussion of nursing care proposed that when “we set ourselves up as judge and jury” (p. 149), 
we minimize our own ability to be therapeutic.  Nurses are obligated to provide moral and 
professional care to all people without bias or judgement.  
Undergraduate education can lay the foundation of knowledge required to enhance self-
awareness and to appreciate the value and necessity of the therapeutic relationship with the 
patient.  Continuing education and clinical training and practice are required to advance these 
abilities so that the professional nurse can provide skillful and expert care to all patients whom 
they encounter across their nursing careers. Coming to know the patient is essential to providing 
care that is matched to the unique experiences and needs of the individual, which is key for all 
populations of people. The therapeutic relationship between the patient and the nurse is essential 
to this knowing. Development of skills to support and facilitate creation of the therapeutic 
relationship is critical.  
Community mental health programs and services within provincial correctional facilities 
in Canada must be designed with patient recovery in mind.  Treatment must be provided on a 
continuum of care that is initiated at first contact with the person and continues as that person 
reintegrates to his or her home community.  Patients must be active participants in this journey to 
recovery. Care must be individualized; client-focused; and provided with respect, kindness and 
compassion. Additionally, those persons making changes to public policy must consider 
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identifying, and then targeting stigma and discrimination by consideration of language used, 
funding allocation, and knowledge transfer.  This goal will be realized only by realigning and 
reprioritizing research in the areas of mental health, corrections health, and community transition 
and reintegration.  
Reflection on the findings and translation of this knowledge has implications for practice, 
policy, education, and research related to mental health care and service delivery for people with 
a history of incarceration.  However, the most important lesson that is to be learned from this 
research project is that somewhere along the way many members of society have forgotten that 
men with a history of incarceration are human beings.  They experience pain and joy, loss and 
love, fear and hope.  As a society, people need to do better to support these individuals in their 
recoveries. As health professionals, nurses provide care to support wellness, ease suffering, and 
promote health.  This care must be extended to all people. 
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Appendix A 
Lived Experience of Men Accessing Community Mental Health Services Following 
Incarceration  
Letter of Invitation 
(to be placed on Brandon University letter head) 
Dear Participant, 
Learning about ways that people experience mental health problems can help to increase 
resources and supports, improve mental health practices, and decrease stigma and judgmental 
attitudes.  Your probation officer suggested you as a potential participant because you have 
accessed community mental health services following a period of incarceration. All study 
participants will be suggested by probation officers. All participants will have accessed 
community mental health services and have a history of incarceration. Sharing your experiences 
may improve ways that people understand stigma, discrimination, and difficulties you may have 
experienced, while trying to get help for your mental health needs.  This research could help to 
improve access to community mental health services for previously incarcerated people in the 
future.  You are being invited to participate in this research study to explore your experiences 
while accessing mental health services in your community. 
 
I am a psychiatric nurse and a student in the Master of Psychiatric Nursing Program through the 
Faculty of Health Studies at Brandon University. My supervisor is Dr. Fran Racher.  The 
information gathered in this study will be published in my thesis.  This information may be used 
to inform the mental health services for men with a history of incarceration.  This information 
may also be used beyond the thesis project to write papers published in scientific journals, 
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presented at conferences or workshops, or shared with other psychiatric nursing or mental health 
colleagues.   
If you agree to participate, you will attend a one-on-one interview about your experiences when 
you accessed community mental health services.  I will meet with you at a time and place that is 
convenient for you. The interview will be conducted at your choice of a public location where there is 
opportunity for a quiet conversation. Every effort will be made to ensure that the conversation will not be 
overheard by others. This could include a quiet corner of a coffee shop, an area in the public library or 
community college.  Our conversation will take about one to two hours. The interview will be audio-
recorded and then transcribed by a transcriptionist.  Your participation will be kept confidential 
and confidentiality will be maintained using a pseudonym or false name. Your name or any other 
identifying information will be altered and no identifying information will be published or shared. 
Your probation officer will not know if you are enrolled in the study. He or she will not know if 
you decide to decline or withdraw from the study. Your participation will be confidential. When 
the study is complete, I would be happy to share the findings with you. I will email you a link to 
my thesis once it is complete. Participation in this study is voluntary.  You may refuse to answer 
any questions or withdraw from the study at any time.  Participating or declining to participate in 
this study will not affect your health services or your involvement or requirements with the 
criminal justice system.  
 
If during our conversation it comes to my attention that you are having suicidal or homicidal 
thoughts, or that any children are at risk of harm, it is my duty to report this to the appropriate 
resources to ensure the safety of the involved persons. 
Should you have any questions about participating in the study, please contact me directly to 
further discuss this project. I can be reached at (403) 502 3276 and by email at 
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ambrosnl61@brandonu.ca. You may also speak with my supervisor, Dr. Fran Racher at (204) 
728-4747 and by email at racher@brandonu.ca. For questions regarding ethics you may contact 
the Brandon University Research Ethics Committee (BUREC) at (204) 727-9712 and 
burec@brandonu.ca.  
 
Sincerely,                                  
Nicole Ambrosi, RPN 
Master of Psychiatric Nursing Student, Faculty of Health Studies, Brandon University 
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Appendix B 
 
Informed Consent Form 
 
(To be placed on Brandon University letter head) 
 
This informed consent form is for men in the community, whom I am inviting to 
participate in research, titled “Lived Experience of Men Accessing Community Mental Health 
Services Following Incarceration". 
 
Investigator: Nicole Ambrosi  
Institution: Brandon University  
 
This Informed Consent Form has two parts:  
• Information Sheet (to share information about the study with you)  
• Certificate of Consent (for signatures if you choose to participate)  
 
You will be given a copy of the full Informed Consent Form 
 
Part I: Information Sheet  
 
Introduction  
I am Nicole Ambrosi, a Master of Psychiatric Nursing graduate student with Brandon 
University. I am doing research to understand the experiences of trying to access mental health services 
in the community by men with a history of incarceration. . I would like to collect information about 
your experiences of accessing mental health services in your community.  I am going to give you 
information about the study and invite you to be part of this research.  If this consent form contains 
words that you do not understand please ask me to stop as we go through the information and I will 
take time to explain. If you have questions later, you can ask me. 
 
Purpose of the research  
Accessing mental health services is important to help people recover from mental health 
problems or illnesses and to maintain wellness. I want to understand what it has been like for you to 
access services, and I am seeking to learn about your experiences with those community mental health 
services. I believe that you can help by telling me about your experiences so I can understand and 
potentially use this information to facilitate improvements in service delivery. 
 
The information gathered will be published in my thesis. I would be happy to share the findings 
with you following the study. I will email a link to my thesis once it has been completed. This 
information may also be utilized beyond the thesis to write articles and may be presented at conferences 
and workshops to share knowledge regarding people who have a history of incarceration and their 
access to community mental health services. Data from all participants will be combined and your 
name will not be associated with the research findings in anyway.  
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Type of Research Intervention 
This research will involve your participation in one interview, which will take about one hour. 
It could take longer if there is more you would like to share with me. 
 
Participant Selection  
You are being invited to take part in this research because you are a man who has a history of 
incarceration, and you have accessed community mental health services.  Your experience in trying to 
access mental health services and using mental health services can contribute to my understanding and 
knowledge of local mental health practices.  
Your probation officer has suggested that you are a potential participant because you have 
accessed community mental health services in the past, and have been incarcerated.  All participants 
will have accessed community health services and have a history of incarceration. Your probation 
officer will have given you a letter of invitation, but will not know if you decided to participate in the 
study. 
 
Voluntary Participation  
Your participation in this research is entirely voluntary. It is your choice whether to participate 
or not. If you choose not to participate, your choice will be respected and all the services you receive 
will continue and nothing will change.  
 
Procedures  
I am asking you to help me learn more about accessing and using mental health services in your 
community. I will not be asking you about your mental health or incarceration. I am inviting you to 
take part in this research project. If you accept, you will be asked to participate in one interview with 
me. If you do not wish to answer any of the questions during the interview, you may say so, and I will 
move on to the next question. No one but me will be present unless you would like someone else to be 
there. The interview will be conducted at your choice of a public location where there is opportunity for a quiet 
conversation. Every effort will be made to ensure that the conversation will not be overheard by others. This 
could include a quiet corner of a coffee shop, an area in the public library or community college.  Your interview 
will take place at a time of your convenience. Audio recording the conversation will allow me to 
transfer our dialogue into notes. I may also take a few handwritten notes during our interview.  
 
Duration  
The research takes place over about six to eight months in total. During that time, I will meet 
with each participant once.  
 
Risks  
I am asking you to share some very personal and confidential information, and you may feel 
uncomfortable talking about some of the topics. You do not have to answer any question or take part 
in the interview if you do not wish to do so. You do not have to give any reason for not responding to 
any question, or for refusing to take part in the interview. By consenting to participate in this study, 
you will not be waiving any rights to legal action in the unlikely event of any research related harm. 
 
Benefits  
There will be no direct benefit to you, but your participation may help find out more about ways 
to improve access and delivery of mental health services for people with a history of incarceration. 
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Reimbursements 
You will not be provided any incentive to take part in the research.  
 
Confidentiality  
This research is being done in the community, and it may draw attention to you. If you 
participate you may be asked questions by other people in the community. The interview will be conducted 
at your choice of a public location where there is opportunity for a quiet conversation. Every effort will be made 
to ensure that the conversation will not be overheard by others I will not be sharing information about you 
to anyone else. The information that I collect from this research project will be kept private. If during 
our conversation it comes to my attention that you are having suicidal or homicidal thoughts, or that 
any children are at risk of harm, it is my duty to report this to the appropriate resources to ensure the 
safety of the involved persons. The computer files and audio-recording will be stored with the notes in 
a locked filing cabinet, in my locked office. Any information about you will have a pseudonym (false 
name) on it instead of your name. Only you and I will know what your pseudonym is and I will lock 
away that information. It will not be shared with or given to anyone. In my notes and computer files I 
will only use the pseudonyms.  I may quote your words to illustrate a point, but I will never use your 
name or information that could identify you. The raw data will be destroyed after I have completed my 
thesis and published the findings.  
Your probation officer will not know if you are enrolled in the study. He or she will not know 
if you decide to decline or withdraw from the study. Your participation will be confidential.  
 
Right to Refuse or Withdraw  
You do not have to take part in this research if you do not wish to do so, and choosing to 
participate will not affect your health services or your involvement with the criminal justice system 
in any way. You may stop participating in the interview at any time that you wish.  Consent will 
be discussed throughout the research process. If you change your mind following the interview, 
and would like to withdraw your information, you may do so by contacting me, or my supervisor. 
Withdrawal will not be possible once the data has been presented and published in my thesis report.   
 
Who to Contact 
If you have any questions, you can ask them now or later. If you wish to ask questions later, 
you may contact me, Nicole Ambrosi, by phone at 403-502-3276 or by email 
ambrosnl61@brandonu.ca.  You may also contact my supervisor, Dr. Fran Racher at (204) 728-4747 
or racher@brandonu.ca. For questions regarding ethics you may contact the Brandon University 
Research Ethics Committee (BUREC) at (204) 727-9712 and burec@brandonu.ca.  
 Should you experience any stress or feel as though you need to speak to someone following 
the study interview, you may contact the Distress Centre (1-800- 784-2433), the local mental health 
clinic located at 346 3 Street SE Medicine Hat (403-529-3500), or may attend the local emergency 
department at the Medicine Hat Regional Hospital  located at 666 – 5th Street SE Medicine Hat( in case 
of emergency please call 9-1-1).  
 
The research proposal has been reviewed and approved by Brandon University Research 
Ethics Committee and the Justice and Solicitor General, Correctional Services Division General 
Ethics Committee. These are committees whose task it is to make sure that research participants are 
protected from any possible harm.  
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Part II: Certificate of Consent  
 
I have been invited to participate in research about the experiences of men with a history 
of incarceration as they accessed mental health services in the community. 
 
I have read the information, or it has been read to me. I have had the opportunity to ask 
questions about it. Any questions that I have asked have been answered to my satisfaction. I 
consent voluntarily to be a participant in this study. I understand that I can withdraw my consent 
at any time.  
 
 
Print Name of Participant__________________ 
     
Signature of Participant ___________________ 
 
Date ___________________________ 
    
 
Statement by the researcher 
 
I confirm that the participant was given an opportunity to ask questions about the 
study, and all the questions asked by the participant have been answered correctly and to the 
best of my ability. I confirm that the individual has not been coerced into giving consent, and 
the consent has been given freely and voluntarily.  
 
A copy of this informed consent form has been provided to the participant. 
 
Print Name of Researcher ________________________  
    
Signature of Researcher __________________________ 
 
Date ___________________________    
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Appendix C 
Lived Experience of Men Accessing Community Mental Health Services Following 
Incarceration  
Interview Guide 
[This guide will be used as a recommended format and will be used with consistency when 
appropriate.  Hermeneutic phenomenology as method involves asking broad, open-ended 
questions that gather rich and detailed descriptions of the participants’ experiences.  Data will be 
collected through semi-structured interviews by recording the personal narratives of the 
participants.  The structure of the interview will depend on the flow of the conversation and the 
direction from which the participants share their experiences. Therefore, the suggested questions 
will serve as a guideline, adapted for the specific interview when appropriate.] 
 
Demographic Information 
Before we begin with the more detailed questions, I would like to ask you about your 
demographic information. Specifically, what is your age, ethnicity, length of incarceration, and 
psychiatric diagnoses – if any?  
 
 
Lived Experience of Men Accessing Community Mental Health Services Following 
Incarceration  
 
Please tell me about a time that you went to the mental health clinic.  
 
How long after your release were you able to have an appointment with mental health services?  
Please tell me about your experience in making the appointment? 
When you were at the mental health clinic, what went well or was helpful to you?   
What did not go well or was not helpful when you were at the mental health clinic?   
How do you feel your history of incarceration (being in jail) has affected your ability to receive 
mental health services? 
 
Is there other information that you would like to share about mental health services? 
 
 
Thank you, I will send a link to my thesis once it has been completed and is in the repository for 
graduate student theses. 
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Appendix D 
Lived Experience of Men Accessing Community Mental Health Services Following 
Incarceration  
TCPS 2: CORE Certificate 
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Appendix E 
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Appendix F 
 
